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THE TRAINING OF THE GENERAL PRACTITIONER* 
P. F. H. WaGnerR, M.D., M.A., B.Cu., B.A.O., President of the Medical Association of South Africa 


If my views on the subject that I have chosen for my address the student and make him understand what the limita- 
prove to be somewhat contrary to general opinion I shall — tions of his work as a general practitioner will be. Under- 
hope to have achieved something; for controversy, in giving graduate students are taught the special subjects in such a 
food for thought, turns the attention of people to the subject way that they lose all confidence about undertaking such 
under discussion. simple procedures as refractions. It is this approach 

It has often been said that to the problem that has pre- 
the art of the general practi- pared the fertile ground for 
tioner cannot be taught, but the growth of opticians. Re- 
must be learned from ex- fraction work has become 
perience after qualification. divided between ophthalmol- 
This may be true but, never- ogists and opticians, and the 
theless, since the majority of general practitioner has been 
medical students enter general completely pushed aside. Thus 
practice, the medical course over-elaboration in the teach- 
ought to be primarily designed ing of the medical student in 
to train the student to become this speciality has done a 
a general practitioner. It is serious disservice to the econ- 
important that something on omics of general practice. 
these lines should be done in The same argument of 
future, for the present course course applies to ENT work. 
tends to exalt specialization, I can remember being taught at 
and the majority of students length the most elaborate and 
try to stay in a_ teaching advanced surgical procedures 
hospital after qualifying, with instead of those simpler pro- 
a view to becoming specialists. cedures that the general practi- 
It will not be long before there tioner needs to know. 
will be more specialists than A revision of the medical 
general practitioners, and the curriculum with a view to 
balance between the two introducing a better sense of 
sections will be so disturbed proportion into the training of 
that disaster will threaten the students is something that the 
medical profession. teaching authorities can only 

One of the causes of this undertake successfully with the 
tendency towards over-special- assistance of general practi- 
ization is surely the kind of tioners, who should be con- 
training which the student sulted in the drawing up of the 
receives at the university, and undergraduate curriculum. 
it would, therefore, be profit- 
able to find out where the 
training is at fault. 

At the present time students 
are taught by specialists not 
only in the main subjects of 


A CHAIR OF GENERAL PRACTICE 


It is therefore reasonable to 
suggest that at each university 
there should be a Chair of 
General Practice. The profes- 
medicine, surgery, and ob- sor of general practice should 
stetrics and gynaecology, but have a number of part-time 
also in the special subjects such as ophthalmology, neuro- assistants and lecturers who would teach the students in the 
logy, cardiology, dermatology, orthopaedics, etc. These out-patient and casualty departments, where they would 
Specialists often find it difficult to come down to the level of | come to know the type of case with which they can deal as 

*Presidential Address delivered at the Annual General Meeting general Practitioners and those that should be referre d etn 
of the Medical Association of South Africa, East London, 28 SPecialist. The student should be taught to deal with certain 
September 1959. emergencies, so that he shall be competent to handle them 
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when he is practising in the country. For instance he should 
be able to perform a tracheotomy in the acute cases of 
laryngeal obstruction in diphtheria, or deal with a ruptured 
appendix, or a perforated duodenal ulcer, or a ruptured 
ectopic gestation, and with cases of severe shock and haemor- 
rhage. 

The professor of general practice, or a senior assistant 
experienced in surgery, should be given a theatre to demon- 
strate these types of cases to the student. Similarly, the student 
should be taught how to give the simpler kinds of anaesthetics. 
He should be taught how to carry out minor procedures in 
his rooms or in a cottage hospital, e.g. tapping a hydrocele, 
opening a superficial abscess, giving intravenous injections, 
etc. He should, however, also be taught the danger points 
and how to make a diagnosis on clinical findings without the 
help of various ancillary services such as laboratory findings 
and X-rays. He must be able to diagnose a brain tumour or 
abscess and know when to send the patient to a specialist 
without delay. 

The student should also be taught prescribing and 
dispensing. He should learn to avoid giving his patients 
‘shot-gun’ treatment in the hope that one piece of shot will 
hit the mark, and should understand the risk of sensitizing 
his patient by the unnecessary use of certain drugs. 

I feel certain that if students were taught all clinical 
subjects by general practitioners except the standard teaching 
in medicine, surgery, and obstetrics and gynaecology, a 
greater preference for general practice would be developed, 
the country districts would be better supplied with doctors, 
and the overcrowding of medical practitioners in large urban 
areas would be prevented. It would also benefit the specialist, 
for the well-trained general practitioner would make more 
use of the specialist’s services and a friendlier spirit would 
prevail between the two sections. 


COLLEGE OF GENERAL PRACTITIONERS 


The general feeling of dissatisfaction throughout the 
profession concerning the academic standards of medical 
learning is reflected by the establishment of the College of 
Physicians, Surgeons and Gynaecologists of South Africa, 
and South African Faculties of the College of General 
Practitioners. There is already one Faculty in Johannesburg 
and another in the Cape. 

There are many who looked to the College of Physicians, 
Surgeons and Gynaecologists to provide the general practi- 
tioner with opportunities for postgraduate instruction, in 
order to improve his clinical knowledge without seeking 
further degrees or other academic distinction. This the 
College has not done; it has assumed the pattern of an 
examining body for higher qualifications registrable with the 
South African Medical and Dental Council. It is in this 
context that we must see the emergence of the Faculties of 
the College of General Practitioners, whose concern is not 
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the economics of the profession, but to provide ways and 
means for the average general practitioner to remain abreas; 
of the vast flood of new knowledge. 

The advent of antibiotics and the recent developments jin 
hormones have made the general practitioner a doctor of a 
quality unknown before in human history. The speciality of 
venereology disappeared almost overnight, and the Capacity 
of the practitioner to handle infective and degenerative 
diseases has attained hitherto undreamt of peaks. 

Through the College of General Practitioners modern 
advances in medicine will be brought to doctors in all parts 
of the country, no matter how remote, by the use of tape 
recordings, films, etc. This will provide the opportunity for 
small groups to meet, discuss, learn and apply their knowledge 
to the problems with which they are faced in their daily 
practice. If the Faculties are handled properly they should 
constitute an important contribution to a lively, dynamic and 
alert outlook in clinical matters on the part of general 
practitioners. 

The action of the SKF Laboratories (Port Elizabeth) in 
establishing a scholarship for postgraduate clinical study is 
imaginative and far-sighted. The scholarship, of a value of 
£300, is tenable at any medical school in South Africa for a 
minimum period of 2 months, and it should make it possible 
for general practitioners to spend a period on a good refresher 
course without undue hardship to himself or his family. The 
great merit of this scholarship is that it is tenabie in South 
Africa. The first scholar enjoyed a most successful 2-month 
period at Pretoria and applications have been invited for 
the second award. It is to be hoped that more of these 
scholarships will be made available; the activity of the College 
of General Practitioners may well stimulate this development 
in postgraduate study. 

CONCLUSION 
All this having been said, there remains the incontrovertible 
fact that our clinical skills depend on mature experience. 
They come only with the passing of time, and only if the 
practitioner maintains an alert mind, and this he can do only 
if he keeps in touch with advances in knowledge. 

May I quote Paracelsus*? ‘The Book of Nature is that 
which the Physician must read: and to do so he must walk 
over the leaves.’ 

The doctor treats a patient and not a disease —a fact 
which tends to be overlooked by the specialist who confines 
himself to a small portion of medical practice. The doctor 
treats not only the cancer but, even more important, the 
living human being who is suffering from cancer. It is this 
fact which makes the family doctor so important an element 
in the medical scheme. 

I conclude with a warning of Alexander Pope, who wrote 
in his Moral Essays that ‘if you banish the doctor, you expel 
the friend.” 

* Encyclopaedia Britannica, 9th ed., vol. 18, p. 234 


ELEKTROKARDIOGRAFIESE STUDIES V 
A. J. Brink, M.D. (Pret.), M.R.C.P. (Lonp.) 


Departement Interne Geneeskunde en Degenerasie Siektetoestande Groep, W.N.N.R., Universiteit van Stellenbosch, 
Karl Bremer-Hospitaal, Bellville, Kaap 


Geval 5. Hemorragiese meningo-ensefalitis as oorsaak van 
*n beeld van hartinfarksie 

Die pasiént was ‘n Kleurlingvrou, 38 jaar oud, wat in ’n toe- 
stand van koma tot die hospitaal toegelaat is en ‘n paar uur na 


toelating oorlede is. Die geskiedenis verkry van haar familie het 
aangedui dat sy die vorige nag in ’n gesonde toestand gaan slaap 
het en dat sy die volgende oggend gevind is in dié komateus¢ 
toestand met skuim om die mond. Daar is geen geskiedenis van 
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enige vorige Organiese aandoening nie. Sy het egter die gewoonte 
d om alkohol in oormaat te gebruik. 

By ondersoek was die pasiént komateus. Sy het diep asem- 
gehaal. Haar koors was 100°F, haar pols 140 per minuut en die 
bloeddruk 135/80 mm. Hg. Klinies het die hart nie vergroot 
yoorgekom nie, maar daar was ‘n galopritme teenwoordig. Daar 
was geen veneuse stuwing teenwoordig nie. Daar was egter ‘n 
uitgesproke kliniese beeld van longedeem met veelvuldige rongi 
en krepitasies by albei longbasisse. Geen afwykings kon in enige 
ander stelsel gevind word nie. Die diep refiekse was almal afwesig. 
Die voetsoolrefiekse was fieksor. °n Septiese ulkus was egter 
teenwoordig oor die linkerbeen, posterior. 

Bloedbeeld. WHemoglobien 12-5 g.%, witbloedseltelling 22,500/ 
cmm. met ’n polimorf-leukositose. Die bloedbesinking was 
normaal. 

Urine. Chemies normaal; mikroskopies enkele rooibloed- 
selle/H.V.V. Etterselle 10/H.V.V. 

Réntgenfoto van die borskas. Hierdie ondersoek is gedoen 
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bilaterale brongopneumoniese beeld getoon. Makroskopiese 
sowel as mikroskopiese ondersoek van die hart het geen infarksie 
aangetoon nie (Prof. H. W. Weber). 


BESPREKING 


Die pasiént se elektrokardiografiese beeld het ’n vars antero- 
laterale infarkt aangedui. As gevolg van dié beeld met 
longedeem en galopritme, het die diagnose van kardiale 
infarksie ontstaan. Aangesien die pasiént in koma verkeer 
het, kon sy geen geskiedenis van pyn verstrek nie. Tog was 
hierdie beeld nie die gevolg van ‘n kardiale infarkt nie, 
maar inteendeel, dit is veroorsaak deur ’n hemorragiese 
meningo-ensefalitis. “n Soortgelyke beeld is ook al by 
spontane subarachnoiede bloedings gevind.! Hoewel die 
elektrokardiogram baie waardevol is by die diagnose van 


Albei longvelde toon ‘n diffuse 
versluiering wat sou kon inpas by pulmonale edeem, maar wat 
ook veroorsaak kon word deur verspreide brongopneumonie. 


met vervoerbare eenheid. 


ELEKTROKARDIOGRAM 


Afb. 1: Sinusritme 140 per minuut. P en PR tyd kom normaal 
voor. QRS is nie verbreed nie. Daar is ’n opverplaaste ST-segment 
in afleidings 1, en V2 tot V6. Die ST-segment toon verlies van 
die gewone konkaviteit. Daar is negatiewe T-uitwykings in 
dieselfde afleidings. °n Q-golf is teenwoordig vanaf V2 tot V6. 
Wisselstroom interferensie is sigbaar in sommige afleidings. 


Verloop 

Die elektrokardiografiese beeld, geneem saam met die long- 
edeem, het die kliniese vermoede laat ontstaan dat die pasiént ’n 
kardiale infarksie opgedoen het. Sy het egter 'n paar uur na 
toelating gesterwe. Nekropsie is verkry en die hoofbevindings 
is dié van ’n uitgebreide hemorragiese meningo-ensefalitis wat 
ook histologies bevestig is. Die longe was edemateus en het °n 


hartinfarksie, mag dit onder omstandighede, soos by hierdie 
pasiént, tog misleidend wees. 


SUMMARY 


The electrocardiographic findings of an acute antero-lateral 
cardiac infarction were present in a Coloured female, aged 38, 
who was admitted in semi-coma and with the clinical picture 
of severe pulmonary oedema. She died shortly after ad- 
mission, and autopsy revealed an acute haemorrhagic 
meningo-encephalitis and pulmonary oedema which prob- 
ably resulted from an acute bronchopneumonia. No macro- 
scopic or microscopic evidence of myocardial infarction 
could be found. 
VERWYSINGS 


1. Levine, S. A. (1958): Clinical Heart Disease, Se uitgawe. Philadelphia en 
Londen: W. B. Saunders. 


AORTIC AND CORONARY ATHEROSCLEROSIS IN THE THREE RACIAL GROUPS IN CAPE TOWN* 
M. I. Sacks, M.Mep. (PATH.), Department of Pathology, University of Cape Town 


In an attempt to determine whether the differences in the clinical 
incidence of coronary artery disease in the three racial groups 
constituting the hospital population of Cape Town were accom- 
panied by differences in the incidence and severity of athero- 
sclerosis, the aortas and coronary arteries were examined from 
1,251 unselected adult autopsies. The coronary arteries and 
aortas were graded separately. Although the method of assessment 
used was essentially a subjective one, it was felt that it yielded 
reasonably consistent results in the hands of one observer and, in 
the vast majority of cases, the classification of the lesions was 
carried out without knowledge of the race, age or sex of the subject 
whose aorta and coronary arteries were being assessed. There 


. Was no significant difference in the incidence of hypertension, as 


judged by strict clinical and pathological criteria, between Coloured 
and European males in this series. The incidence of hypertension 
in Coloured females in the 6th decade was, however, twice that in 
European females. Hypertension was at least as common and, in 
several age-groups, commoner in the Bantu than in the other 
racial groups. 


* Abstract of paper presented at Research Forum, University of Cape Town, 
2 June 1959. 


Bartu subjects constitute a relatively small proportion of the 
adult autopsies performed in this Department and the main purpose 
of the study was to determine whether any differences existed 
between the European and Cape Coloured groups. The results 
in the Bantu subjects were, however, of great interest and sufficient 
Bantu cases were available in certain age-groups for a direct 
comparison to be made between the findings in the Bantu and 
European. Severe aortic and coronary atherosclerosis were much 
less common in a series of 60 Bantu males between the ages of 
40 and 59 years than in European males of the same age. Of 60 
Bantu males in this age-group only 3 (5°) showed severe coronary 
atheroma, as compared with 46 cases (37°) among 125 European 
males. Severe luminal narrowing of the coronary arteries was 
encountered in 24°%% of the 125 European males whereas none of 
the 60 Bantu males (including the 3 who had been labelled as 
having severe coronary atheroma because of the presence of 
numerous plaques) showed severe luminal narrowing. Com- 
parable figures for the incidence of severe aortic atheroma in this 
age group were 10% in the Bantu and 65% in the European. 
More than half (57°) of these Bantu males showed no intimal 
lesions, or merely fatty streaking, in their coronary arteries, whereas 


| 
Afb. 1. 
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only 6% of European males showed this degree of freedom from 
atheroma. 

There were comparatively few Bantu females in the series, 
particularly in the older age groups, and only 19 Bantu males over 
the age of 60 years were available for study. It did, however, seem 
that the same general differences existed between the European 
and Bantu in these older patients and in the female groups as were 
seen in the male subjects in the Sth and 6th decades. Although 
20% of our small group of Bantu males over the age of 60 had 
severe coronary atheroma, as judged by the number of plaques 
present, the comparable figure for Europeans was 58°, and none 
of the Bantu cases showed severe luminal narrowing. The aorta 
and coronary arteries in the Bantu often showed complete or 
virtually complete freedom from atheromatous plaques in age- 
groups in which it was very rare to find such freedom in Europeans. 
The coronary arteries of 10 of our small group of 19 Bantu males 
over the age of 60 years showed no intimal lesions or merely a 
few fatty streaks. A similar degree of freedom was exceedingly 
rare in Europeans (4 out of 200 cases). 

The differences between the Coloured and European groups 
were less marked than those between the Bantu and European. 
In Coloured males the incidence of severe coronary atheroma and 
aortic atherosclerosis was lower than in Europeans of comparable 
ages. The differences were best seen in the 5th decade, in which 
severe aortic and coronary atheroma were about twice as common 
in the Europeans. Similar differences were present, but to a lesser 
degree, in the older age groups. The more moderate degrees of 
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atherosclerosis were, however, as common in the Coloured males 
as in the Europeans or even commoner, and the lower incidence 
of severe atherosclerosis in Coloured males was not accompanied 
by a greater frequency of cases showing no lesions or only mild 
lesions, except perhaps in the 3rd and 4th decades. 

There was no significant difference in the incidence of severe 
coronary atherosclerosis (as judged by the number of Plaques 
present) in European females and Coloured females, but severe 
luminal narrowing was slightly less common in Coloured females. 
There was also very little difference between the incidence and 
severity of aortic atherosclerosis in these two racial groups except 
that European females had a higher incidence in the 7th and 8th 
decades. The finding that the female groups did not show the 
same racial differences between Coloured and Europeans as the 
males did is a most interesting one but it may have been due, in 
part at least, to the higher incidence of hypertension in certain of 
the Coloured female groups. 

In certain age-groups within the series (especially in the 6th 
decade), and particularly in females, the difference in the incidence 
of myocardial infarction in the Coloured and European subjects 
appeared to be more impressive than the difference in the incidence 
of severe coronary atherosclerosis. This finding may possibly be a 
pointer to the existence of some additional factor, operating more 
commonly in the European than the Coloured, and determining a 
disproportionately higher incidence of myocardial infarction in the 
European than can be explained purely on the differences in the 
degree of coronary atherosclerosis between the two groups. 
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DIE SINDROOM VAN CHRONIESE LONGSIEKTES EN GASTRODUODENALE ULSERASIE 


Oor die afgelope paar jaar het verskeie artikels die lig gesien 
waarin "n verhoogde voorkoms van gastroduodenale ulserasie 
aangedui word by pasiénte met chroniese longsiektes, soos 
chroniese brongitis, asma en emfiseem, brongiéktase, en 
jongfibrose. Die gastroduodenale patologie sluit benigne 
maaguikus en duodenale ulkus, asook hipertrofiese gastritis 

Die insidensie van peptiese ulkus by die algemene be- 
yolking word beraam op 10 persent,* terwyl dit by gevalle 
met chroniese longsiektes deur verskillende werkers op 
tussen 18-8 en 33-1 persent gestel word;'* en die gemid- 
delde van ses reekse toon 139 ulkusse in 544 chroniese long- 
siekte-lyers-—’n insidensie van 25-6 persent.® 

West en sy medewerkers® gee *n omvattende oorsig oor 
die literatuur oor hierdie sindroom en vermeld ook hulle 
bevindings by °n reeks van 845 pasiénte waarvan 23-1 
persent chroniese longsiektes gehad het. Onder diegene 
sonder chroniese longsiektes was die insidensie van peptiese 
ulkus 10 persent, terwyl dit 25-6 persent was onder die 
groep met chroniese longsiekte. Hierdie skrywers vind dat 
in vergelyking met die gewone groep van ulkus-lyers, die 
geslagsinsidensie omgekeerd is, nl. mans tot vrouens (sonder 
chroniese longsiekte) 17 : 21, en met chroniese longsiekte 
36 : 18. 

Verskeie teorieé aangaande die wyse van die ontstaan 
van die sindroom is deur verskillende skrywers voorgestel, 
en waarskynlik is veelvuldige faktore daarvoor verant- 
woordelik.© Waar die presiese patogenese van peptiese 
ulserasie nog self onseker is, **? kan daar sekerlik ook hier 
nie ‘n enkele faktor voorgestel word nie. Dit mag slegs 
daarop dui dat ’n mens maag- en duodenale ulserasie moet 
beskou as ‘n manifestasie van ’n gestelsversteuring. 

By die lyer aan chroniese longsiekte is daar verskeie 
faktore wat verhoogde suurwaardes kan teweegbring,°® 
waaronder verhoogde kortikosteroied-aktiwiteit. Dit is 
welbekend dat baie van hierdie pasiénte op een of ander 
tyd met steroiede behandel word. Die chroniese drukte 
van belemmerde asemhaling en die meegaande emosionele 
faktore is reeds in hierdie verband deur Nestmann® onder- 
soek. Simpatomimetiese stowwe, byvoorbeeld adrenalien 
en efedrien, is belangrike middels teen brongospasma, wat 
so ‘n inherente deel van hierdie pasiénte se siektebeeld 
uitmaak. Ander faktore wat kan bydra tot verhoogde suur- 
waardes sluit in die endogene histamien-produksie by asma- 


‘THERAPEUTIC’ 


In the days when skin diseases were classified into those 
cured by calamine lotion, those that needed mercury oint- 
ment, and those that were incurable, patients either became 
better or stayed much the same. With advances in therapy 
this happy state no longer obtains and, although new remedies 
have improved the prognosis in many dermatoses, they have 
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lyers,> tabakverbruik, wat dikwels ’n belangrike etiologiese 
rol in die pasiént se primére siektetoestand speel* en, vanweé 
chroniese hiperkapnie, is daar ook verhoogde aktiwiteit van 
die koolsuur anhidrase ensiem-sisteem in die pariétale selle 
van die maag.® 

Daar is ewe-eens verskeie faktore wat lokale weerstand 
in die gastroduodenale gebied kan verlaag.® Ons is almal 
bekend met die menigte medisynes wat hierdie pasiénte 
gebruik, waaronder salisilate, ammoniumchloried en kalium- 
jodied, en antibiotiese middels, asook die reeds genoemde 
kortikosteroiede. Baie van hierdie pasiénte val in die ouder- 
domsgroep waar arteriosklerose feitlik inherent is. Hipoksie 
van lokale weefsel word deur ontoereikende ventilasie, 
verhoogde veneuse druk en polisitemie teweeggebring of 
vererger. Die tipiese emfiseem-lyer is dikwels ook in ’n 
negatiewe stikstofbalans en vertoon dikwels ander tekens 
van wanvoeding.® 

Die belang van hierdie verband tussen chroniese long- 
siektes en gastroduodenale ulserasie blyk uit die feit dat 
die simptome van ulkus dikwels atipies is, of geheel afwesig.?»* 
Gewoonlik word die chroniese longsiekte-lyer gekenmerk 
deur normale of verhoogde hemoglobienwaardes. By 
hierdie mense moet ’n anemie *n mens dus laat dink aan 
gastro-intestinale bloeding. West en sy medewerkers® stel 
dus ook voor dat *n réntgenondersoek van die gastro- 
intestinale kanaal by almal gedoen behoort te word, en die 
stoelgange moet met die oog op okkulte bloed ondersoek 
word in iedere geval. 

Die behandeling van gevalle met hierdie sindroom kan 
moeilik wees aangesien baie van hulle nie sonder hulle 
veelvuldige medisynes kan klaarkom nie, en die kortikos- 
teroide mag trouens lewensreddend wees. ‘n Mens moet 
dus let op die voedingstoestand van hierdie pasiénte, en 
alkalié kan sonder gevaar vryelik toegedien word, maar 
anticholinergiese middels mag lei tot ’n baie ongewenste 
uitdroging van die trageobrongiale boom.’ 

Green, T. P. en Dundee, V. C. ig Canad. Med. Assoc. J., 67, 438. 
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SKIN DISEASES 


brought about a broadening of the old classification to include 
a new group of patients who get worse before they get 
better. Dermatologists are constantly confronted by patients 
with two diseases, the original and that induced by treatment, 
usually topical treatment with substances which may be 
allergens or, simply primary irritants. 
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Modern topical applications are often much more effective 
than calamine lotion or mercury ointment, especially when 


used in the right case, but they carry a far greater risk of 


causing allergic contact dermatitis than the simpler remedies 
of the past. 

The era of allergic contact-dermatitis medicamentosa was 
heralded by the sulphonamides, which are still among the 
most potent allergens commonly used in medicine. Derma- 
tologists had begun to fear them by the early 1940's and 
were happy to abandon them with the arrival of the anti- 
biotics. Penicillin soon proved to be just as dangerous 
and has also been discarded as a topical application by 
dermatologists, if by few others. The later antibiotics, 
streptomycin excepted, are much less liable to cause allergic 
contact dermatitis. 

Lotions and ointments containing antihistaminics, para- 
doxically though it may seem to some, are so liable to cause 
sensitization that they should never be used; when anti- 
histaminics are indicated they may be given orally or parenter- 
ally with little risk of reaction. 

When the chemist is asked for something to soothe the 
baby’s eczema or father’s itching piles he is liable to provide 
some preparation containing a local anaesthetic which, 
in many cases, will eventually add fuel to the flames. Every 
mother knows that cuts and abrasions will lead to blood- 
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poisoning unless liberally doused with neat antiseptics— 
more potential candidates for the skin department. 

Only dermatologists would suffer if a law were passeq 
banning the use of sulphonamides, penicillin, antihista. 
minics, local anaesthetics, and antiseptics as topical applica- 
tions. These are the commonest offenders, but there are 
few medicaments used today which have not occasionally, 
or frequently, been incriminated as causes of allergic contact 
dermatitis or primary irritation of the skin. Even hydro. 
cortisone has, on rare occasions, caused sensitization, 
Patients should be warned of the possibility of sensitization 
and told to discontinue treatment if their symptoms seem 
to be aggravated by the application of any remedy. 

‘Diagnosis precedes treatment’ is a maxim to be heeded 
by those treating skin diseases. Whitfield’s ointment js 
excellent for some ringworms, but it plays havoc with the 
ringed lesions of pityriasis rosea; and chrysarobin ointment 
often helps in psoriasis but may turn nummular eczema 
into exfoliative dermatitis. 

If the diagnosis is in doubt, prescribe some innocuous 
application until there are indications for specific treatment: 
but, if a second opinion is likely to be required, refrain 
from using-gentian violet or Castellani’s paint which are as 
thwarting as they are picturesque. 


TROPICAL ULCER IN NATAL 


A. L. FerGuson, M.B., Cu.B. (Eptn.), D.P.H., D.T.M. & H. (RAND), Chief Regional Health Officer, Union Health Department, 

Natal; A. M. Beemer, M.R.C.S., L.R.C.P., Government Pathologist, Union Health Department, Durban; A. Brooit, 

M.B., Cu.B. (Epin.), District Surgeon, Verulam, Natal; and J. H. Jackson, M.B., B.S. (DurH.), Union Health Department, 
Durban 


The aetiology of tropical ulcer remains obscure and is still a 
matter of debate.’* This suggests that either a multiplicity 
of factors are at play or the true causative agent is unknown. 

Two types of ulcer are described clinically—the acute and 
the chronic ulcer—with intermediate types between.® The 
general characteristics of these ulcers would appear to be 
similar in all parts of the world, but detailed features and 
manifestations would appear to differ somewhat in different 
regions. This has been the experience of one of us (J.H.J.), 
who as a result suspected that an unrecognized aetiological 
infective agent might exist and be operative, at least in certain 
cases. 


Aetiology 


The aetiological factors that have been listed include the 
following: 


1. Vincent's organisms.':*: The Spirochaeta schaudinni 
or vincenti and the Bacillus fusiformis are associated with 
the ulcers and are invariably reported in any investigation. 
These organisms are present in some, but not all, of the ulcers 
examined in some investigations.* They are present in small 
numbers in the mouths of many normal individuals,*'* and 
they are the accepted aetiological agents of infective gingi- 
vitis.*» -!5 There is evidence to suggest that these two forms, 
the spirochaete and the bacillus, represent different life stages 
of the same organism.*: This, however, is disputed.'! 
It is stated that the virulence of the organisms responsible 
for tropical ulcer is increased by transmission amongst 
susceptible people.” Both the spirochaete and the B. fusiformis 


are obligate anaerobes.‘:*:'* Some consider that these 
organisms are of secondary importance in the lesions.": !°. 
Practically always other bacteria are found associated with 
them in the lesions.'* It may well be that they are secondary 
invaders, the primary aetiological agent being some other 
organism, e.g. a streptococcus or a staphylococcus, whose 
virulence could likewise be increased by passage through 
susceptible people. This view is not accepted by some 
authorities, and Vincent’s organisms are regarded as primarily 
infective agents in their own right.!® 


2. Nutritional deficiency. Deficiencies of various nutritional 
factors have been considered by different investigators to 
underlie and promote the incidence of these ulcers. Thus, 
deficiencies of protein,*: * the vitamin-B complex,*: * vitamin 
A,'® 17, essential fatty acids,’*.!7 and calcium,': '* have 
been postulated. It is likely that a nutritional deficiency is a 
potent predisposing factor in many non-European com- 
munities in Africa and elsewhere. A multiple deficiency is 
likely to be operative in many situations and cases.'* In the 
light of modern knowledge of the non-European diet in 
Africa the main deficiency at play is one of good-quality 
protein. Only where extreme dietary deficiencies exist are 
extensive phagedaenic ulcerative lesions likely to occur.’ 

3. Debility due to other diseases and infestations. Examples 
are chronic malaria, bilharziasis, hookworm, and ascariasis.*: * 
Such debilitating influences probably operate indirectly by 
producing a secondary malnutritional state. 

4. Climatic factors. The consensus of opinion is that a 
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high incidence of these ulcers is associated with warm moist 
climates,': *° *" but the distribution of tropical ulcer is not 
limited to such regions.’*:*° The high incidence of tro- 
pical ulcer in warm moist climates may be due to a number 
of factors, which are associated with climate, but may operate 
independently of it. It would appear to us that the greater 
incidence in such climates may be related to the improved 
conditions for survival of the organisms responsible for the 
condition, particularly with reference to conditions on the 
skin of the exposed individual; a warm moist state of the 
skin possibly aiding their survival and facilitating the estab- 
lishment of infection. 

5. Local trauma. Most authorities hold the opinion that 
local trauma is an important aetiological factor in the estab- 
lishment of this type of ulcer, and that prompt treatment 
and dressing of such injuries greatly reduces the incidence of 
ulcers in any labour force or community.*: '* 1” But trauma 
js not essential, for in some cases the ulcer appears to develop 
on undamaged skin.*: '* Trauma would appear to facilitate 
the establishment of infection by devitalizing the tissues.’® 
Devitalization of the skin tissues, whether due to external 
agency or to endogenous factors, would appear to be a 
predisposing factor in tropicai ulcer. 


Epidemic Incidence 


The disease takes on epidemic characteristics on occas- 
ions.*: 24 Epidemic outbreaks of tropical ulcer may be 
due to the following factors: 

1. The development of increased virulence in Vincent’s 
organisms due to passage amongst the affected community 
either (a) from ulcer to ulcer or (b) through some other 
bodily focus of infection, e.g. gingivitis. 

2. The introduction into a community of virulent Vincent’s 
organisms. 

3. The appearance in a community of some other organism 
normally associated with the ulcers, which either has an 
inherent high virulence or has acquired a high virulence by 
passage; this organism producing a primary lesion which 
becomes secondarily infected by Vincent's organisms, e.g. a 
streptococcus or staphylococcus. 

4. An alteration in climatic conditions which promotes 
the increased survival, invasion and transmission of the 
causative organisms.*° This may be of considerable import- 
ance in those areas where sporadic outbreaks of the disease 
occur, and where large numbers of cases are not a normal 
medical feature of the district. 

5. The exacerbation throughout a community of debili- 
tating factors, e.g. malaria, worm infestation, and deteriora- 
tion of diet and nutritional status."® 

6. The appearance in a community of an unknown effective 
primary infective agent so far unrecognized. 

The type of ulceration seen in the tropics raises doubts 
about the accepted bacterial aetiology of this type of ulcera- 
tion. It is common to see extensive, deeply penetrating and 
destructive ulcers, involving muscles, tendons, bones and 
joints. The granulations are pale, greyish-pink, and gelatinous 
looking. The involved structures, e.g. tendons, appear 
oedematous and gelatinous. The slowly progressive and 
destructive nature of these lesions gives the impression of 
malignancy, for they frequently do not respond to orthodox 
eatment and resort to surgery is necessary to produce 
improvement. Amputation of a foot or leg is sometimes 
required to save the individual unnecessary misery and to 
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give him an active and healthy, though handicapped, existence. 
When treating these cases surgically by excision and later 
skin grafting it is essential to remove completely all the 
unhealthy gelatinous granulations and to use some anti- 
septic dressing like BIPP for 1—2 days in order to obtain 
healthy granulations for the skin grafting. Should any 
unhealthy granulation tissue survive it provides a focus 
from which spread occurs to the healthy granulations 
elsewhere until once more the whole ulcer is covered by 
unhealthy tissue. That these unhealthy granulations and the 
slow progress of the ulceration are the sequel to a poor and 
defective response of the individual and his tissues to 
bacterial causal organisms, possibly of low virulence, is 
probable. But the peculiar persistence exhibited by the 
unhealthy granulations in such cases leaves doubt that this 
explanation is adequate (J.H.J.). 


A NATAL EPIDEMIC OF TROPICAL ULCER 


In May 1958 it was reported that an epidemic of tropical 
ulcer was occurring amongst Native school children and 
farm labourers in Verulam District, Natal. This is a warm 
district on the North Coast of Natal, just north of Durban. 
There had been exceptional heavy rains during the previous 
months, which had been very hot and moist. It was found 
on investigation at one school that 83 children were suffering 
from the complaint. The affected labourers were mainly 
from an estate where it was known that dietary conditions 
and general housing facilities for them were of a poor 
standard. 

The ulcers in some cases were large and extended through 
to the subcutaneous tissues, and possibly as far as the muscle 
sheaths of the limbs. In both children and labourers the 
ulcers caused incapacity, and in the severer cases marked 
disability. The worst ulcers were seen in those labourers 
who were obviously malnourished. In some of the children 
the ulcers were small and relatively superficial. The granula- 
tions of the ulcers were red and healthy looking in most 
cases. None presented the appearances or had the severity 
of penetration of those which had been frequently seen 
in the tropics by one of us (J.H.J.). Some of the children 
were suffering from lesions of an impetiginous character on 
the lower limbs. 

The two following cases are typical: 


Case A 


N.N., Native cane-farm labourer aged 15-16 years. Clinically 
malnourished. Temperature normal. 

Appearance of ulcer. Sloughing purulent ulcer on the middle 
of the anterior surface of the right shin. Indurated swollen margins. 
Yellow slough on floor of ulcer, which was oozing serum. When 
the friable slough was detached, healthy red granulations were 
exposed. Slight inguinal adenitis. 

Swab taken from ulcer. (1) Direct smear of pus showed many 
pus cells, many fusiform bacilli, some spirochaetes, and a few 
Gram-positive cocci. (2) Aerobic culture on blood agar gave a 
scanty growth of 8 haemolytic streptococci and diphtheroids. 
(3) Culture in Robertson’s chopped-meat medium gave a heavy 
growth of streptococci, in which some fusiform bacilli were 
present. 

Biopsy of ulcer. Sections show an acute and chronic ulcer 
with an undermined edge. Acute and chronic granulation tissue 
is spreading deeply in the dermis. Masses of fusiform bacilli 
and a few spirochaetes are present. Some cocci are also seen. 


No stool or blood specimens were obtained. 


Case B 


J., Native cane-farm labourer aged 15-16 years. 
malnourished. Temperature normal. 


Clinically 
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Appearance of ulcer. Sloughing purulent ulcer on the anterior 
surface of the upper right shin. Indurated raised margins. Pus 
not so abundant as in case A, and ulcer less septic looking and 
more chronic in appearance. Red healthy granulations. Slight 
inguinal adenitis. 

Swab taken from ulcer. (1) Direct smear of pus showed many 
pus cells, many fusiform bacilli, some spirochaetes and a few 
Gram-positive cocci. (2) Aerobic culture on blood agar gave a 
scanty growth of 8 haemolytic streptococci and diphtheroids. 
(3) Culture in Robertson’s chopped-meat medium gave a growth 
of fusiform bacilli and some streptococci. 

Biopsy of ulcer. Sections show an acute and chronic ulcer 
with an undermined edge. Acute and chronic granulation tissue 
is spreading deeply in the dermis and into the subcutaneous fat. 
Masses of fusiform bacilli, some spirochaetes, and many mixed 


bacteria, mainly Gram-positive cocci, are seen. 
No stool or blood specimens were obtained. 


Table I gives the results of investigations carried out on 
some of the children exhibiting ulcers at one school. 
Samples of earth and dust from the school playground 
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were collected for bacterial examination. 
organisms were found and isolated: 

Fungi morphologically resembling Geotrichum, Gram. 
Positive cocci, Gram-positive bacilli with terminal spores 
resembling Clostridium tetani, Gram-positive bacilli resem. 
bling diphtheroid bacilli, haemolytic lactose-fermenting coli- 
form bacilli, Bacillus subtilis, staphylococci. 

It will be seen from Table I and from cases A and B, as 
demonstrated by direct smears or on culture from the swabs 
taken from them, that a multiplicity of organisms were 
associated with the ulcers. The following organisms were 
found: (1) Fusiform bacilli, (2) spirochaetes, (3) streptococci 
(a haemolytic streptococci and, the most frequent, 8 haemo- 
lytic streptococci), (4) coagulase-positive staphylococci, 
(5) Gram-positive bacilli (mainly diphtheroids and Bacillus 
subtilis), (6) Gram-negative bacilli (mainly coliform organisms 
and Ps. pyocyanea), (7) yeasts. 

Vincent’s organisms occurred in 50% of ulcers examined, 
streptococci in 80%, and staphylococci in 60°%. 


The following 


TABLE I. INVESTIGATIONS ON SCHOOLCHILDREN WITH ULCERS 
! 
Ulcer Swab | Gums 
Initials 
Case Age Aerobic Culture) Culture on | Stool Blood Remarks 
No. Sex Direct on Blood Robertson's Appearances | Swah 
Smear j Agar | Chopped Meat | 
1 E.M. Pus cells. Ps. pyocyanea | Gram — bac. | Apparently | Vincent's Ova of WR - 
11 yrs. | Gram + cocc. | Fusiform bac. normal gums} organisms* AL, TT, SH Eosino. 9% 
Gram — bac. | Streptococci | 
2 M.D. | Pus cells. Coagulase + Mixed Apparently | Vincent's AL WR — 
12 = Few yeasts staphylococci | staphylococci normal organisms.* Eosino. 1°, 
and _ | gums Haemolytic 
streptococci streptococci 
| on culture 
3 R.Z. Pus cells. B haemolytic Mixed | Bleeding No Vincent's) Ankylostoma. WR doubtful. 
14 yrs. | Gram + bac. | streptococci. staphylococci | spongy organisms AL, TT | Eosino.? 
M Gram + cocc.| Coagulase + | and gums seen 
Staphylococci | streptococci | 
4 R.M. | Pus cells. Mixed | Mixed | Apparently | NoVincent’s TT WR -. 
10 yrs. | Gram + cocc.} coagulase + staphylococci, | normal organisms Eosino. 6° 
M Some yeasts | staphylococci ~ gums | seen. | | 
| and B. | and B. | Haemolytic 
subtilis subtilis streptococci 
on culture | 
5 F.M. Pus cells Bh lytic ci. | Apparently | Vincent's Cyst EC, TT WR — Typical ulcer on right shin. 
16 yrs. | Fusiform bac.| streptococci Fusion bac. normal organisms.* Eosino. ? Slight inguinal adenitis 
F Spirochaetes. gums Haemolytic | 
Gram + cocc. streptococci 
on culture 
6 W.K. | Pus cells. Coagulase + | Staphylococci | Apparently | Vincent's AL WR — 
13 yrs. | Gram + coce.| staphylococci | | normal organisms. * Eosino. 2% 
F Tiny Gram — gums Haemolytic 
bacilli | streptococci 
on culture 
7 S.G. Pus cells. Bhaemolytic | Spongy Vincents | AL WR -. Typical ulcers—one due to 
12 yrs. | Red cells. Streptococci | gums organisms* Eosino. 11°, secondary spread from original 
M_ | Gram + coce. | | ulcer, which was healing. 

8 | M.N. | Pus cells. | B haemoiytic Mixed | Apparently | Vincent's AL. TT WR —. | Early ulcer over right ankle 
| 10 yrs. | Fusiform bac.) streptococci. | streptococci & normal | organisms* Eosino. 26°, below internal malleolus, in- 
| M Spirochaetes. | Coagulase + | fusiform bac. | gums durated area due to cellulitis 

| Gram + coce. staphylococci | Some spiro- around it. Superficial skin 
chaetes on detached and undermined. In- 
illumination 

9 | A.D. | Pus cells. a haemolytic | Streptococci. Bleeding Vincent's | No ova | WR -. Early ulcer with | crust and un- 

| 9 yrs. | Fusiform bac., streptococci. | Fusiform bac. spongy organisms* or cysts Eosino. 3°. dermined edges, oozing serum. 
M Gram + coce.| Coliform | Gram — bac. gums found 
| | organisms Some spiro- 
| chaetes on 
| dark-ground | 
illumination 
1 H.M. Pus cells. Coagulase + Staphylococci. Absent and not available AL | WR - | Early ulcer back of right heel 
9 yrs. —s bac. staphylococci Gram + bac. | for examination Eosino. ? 9 over tendo achillis. Scabbed, 
M Gram + coce. | oozing serum, red granula- 
| | tions. 
* i.e., fusiform bacilli and spirochaet 
cocc. = cocci. AL: lumbricoides. TT ~Trichocephalus trichiura. SH=Sch hae bi EC=E ba coli. WR=Wassermann 
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Intestinal parasites were present in 90% of the cases. 

Malnutrition as shown by spongy and bleeding gums was 
obvious in 30 % of the cases. 

Swabs taken from the gums showed Vincent's organisms 
to be present in 73% of those examined, and haemolytic 
streptococci in 40%. 

No evidence was obtained to indicate a previously unrecog- 
nized aetiological agent for the ulcers. 


Treatment Adopted to Deal with the Outbreak (A.B.) 


A total of 86 school children were treated. Each child 
was given 300,000 units of procaine penicillin G_ intra- 
muscularly at the outset of treatment. The ulcer or ulcers 
were dressed daily with eusol for 1 week. A _ further 
injection of penicillin was then given, and an elastoplast 
adhesive bandage was firmly applied from foot to knee and 
left on for 14 days. When the elastoplast was removed, 
75 of the cases had healed completely. The remaining 11 
cases were re-strapped with elastoplast for a further 14 days, 
and at the end of this period only 2 cases were found incom- 
pletely healed and required further strapping. 

The efficacy of penicillin as a method of treatment has 
been reported. It would appear to be an effective treatment 
for the acute and early ulcers which have not reached a 
stage of true chronicity.”* 

In the use of antibiotics in the treatment of these ulcers, 
choice of chemotherapy based bacteriological sensitivity tests 
has been advocated. It has been stated that the bacterial 
flora varies from ulcer to ulcer and in individual ulcers as they 
progress through the various stages to chronicity.2* Anti- 
biotics, as an adjunct to surgery, are invaluable with the large 
chronic indolent ulcers seen in the tropics.'* *4 


Discussion 

The bacterial findings show several potential infective 
agents to be present in the ulcers. Of these, streptococci, 
staphylococci, and Vincent’s organisms predominate, in that 
order. The organisms responsible would appear to have been 
sensitive to penicillin. 

The characteristics of the outbreak and the conditions at 
the school suggested direct contagion as the method of 
spread of the infective agent. The children sat close together 
at long school-desks, often with their legs touching. The 
ulcers were uncovered or poorly protected by dirty impro- 
vised dressings. Direct contagion from ulcer to clean leg was 
highly probable. 

Another means of spread, possibly equally important, was 
from the mouths of the children to the legs of those afflicted 
with ulcers, either autogeneously or heterogeneously. Scratch- 
ing with spittle-contaminated fingers would lead to effective 
auto-inoculation. 

Trauma was likely to have played a part in the onset of 
some of the ulcers, particularly those located over the malleoli 
at the ankles. 

The hot humid conditions which preceded and accompanied 
the outbreak may have had an influence in promoting the 
epidemic. 

The high incidence of worm infestation amongst the 
children, and the evidence of malnutrition, would appear to 
incriminate both as contributory factors in the incidence of 
the disease. The children as a whole were considered mal- 
nourished. Spongy unhealthy gums are associated with two 
Tecognized malnutritional states—scurvy, in which it is well 


S.A. TYDSKRIF VIR GENEESKUNDE 


833 


recognized, and pellagra (Alpine scurvy).*5** Both these 
malnutritional states occur in subclinical forms, not easily 
recognizable. Both are common amongst the indigenous 
population of Africa who suffer mainly from a multiple 
deficiency.'*: Unhealthy gums would promote the survival 
and spread of infective organisms in the mouths of an affected 
community and possibly assist in enhancing their virulence. 
The role of malnutrition may be a dual one in epidemics of 
tropical ulcer, namely the promotion of a high incidence of 
pathogenic organism in the mouths of the community and 
a low general bodily resistance to them.” Noma, or cancrum 
oris, is usually attributed to a similar pathology. It occurs in 
debilitated or malnourished infants and is rarely seen today. 
Cases do occur amongst the African community (J.H.J.). 

In dealing with an outbreak of tropical ulcer it is reason- 
able to conclude that oral hygiene should receive attention, 
especially when institutions and schools, and like com- 
munities, are afflicted. 

Streptococci and staphylococci were isolated from the 
ulcers more frequently than Vincent’s organisms. The authors 
feel that the role of the two former organisms may have been 
that of primary infective agents directly responsible for 
contagion. Some of the children were suffering from impetig- 
inous lesions on the legs—lesions which are normally asso- 
ciated with streptococci and staphylococci. Virulent strepto- 
cocci and staphylococci are highly contagious, but are not 
normally associated with the type of ulceration encountered 
in the epidemic. The ulceration may have been due to con- 
comitant or superimposed infection with Vincent's organisms 
on a lesion primarily impetiginous at onset but rapidly 
modified by the superimposed Vincent’s infection. 

That the organisms in the mouth are potentially dangerous 
is borne out by experience. One of us (A.L.F.) recalls the 
following case which occurred many years ago: A European 
miner struck a Native labourer on the mouth, cutting the 
knuckle of his index finger on the labourer’s teeth. Within 
a few days severe sepsis developed in the injury and spread 
so that hospitalization was necessary. Swabs taken from the 
exuding pus disclosed an almost pure infection by Vincent’s 
organisms. Swabs from the mouth of the assaulted Native 
labourer showed Vincent’s organisms to be present in his 
mouth, though his gums were healthy. 

The ability of Vincent’s organisms to act as a primary 
infective agent must be accepted when the literature quoted 
is considered.2* This is not disputed, but it is considered 
that their relative infectivity may fluctuate in relation to that 
of concomitant organisms associated with them, so that in 
certain epidemic settings the latter may take over the primary 
contagious role. 


SUMMARY 


1. The aetiology of tropical ulcer is reviewed. 

2. An epidemic of tropical ulcer in Natal is reported and 
its features discussed. Aetiological factors at play included 
bacterial infection, malnutrition, parasitic infestation, trauma, 
and possibly climatic influences. 

3. The significance of organisms other than Vincent’s in 
relation to epidemic outbreaks of tropical ulcer is discussed. 

4. It is considered that oral conditions, possibly aggravated 
by malnutrition, may provide a source of contagion and 
should receive attention in dealing with these ulcers, especially 
in schools and institutions. 
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We wish to thank the Secretary for Health, The Union Health 
Department, for permission to publish this paper. Thanks are 
also due to those members of the staff of the Union Health De- 
partment, Durban, who assisted in the investigations and in the 
preparation of the paper. 
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SURGERY FOR CYST OR ABSCESS OF THE BARTHOLIN GLAND, WITH SPECIAL 
REFERENCE TO THE NEWER OPERATION OF MARSUPIALIZATION* 


Rosert J. Lowrit, M.D., D-OG., F.A.C.O.G., F.A.C.S., F.LC.S. 
Associate Clinical Professor of Obstetrics and Gynecology, New York University College of Medicine, New York, N.Y. 


Surgical treatment of cyst or abscess of the Bartholin gland 
is nearly always either incision and drainage, or excision, of 
the gland. If we look closely into these techniques we should 
realize that both have serious shortcomings. The operation 
of incision and drainage does give relief, but the cause of 
the enlarged gland—blockade of its duct—still remains. 
Hence the frequence of recurrence after this inadequate 
type of surgery. The operation of excision also has serious 
objections. True, when the gland and its duct are completely 
excised the cause of the disease at this time is removed; 
but ablation, especially if the gland on the opposite side is 
substandard or absent, would nearly always suppress or 
eliminate lubrication of the labia. This interference with the 
normal physiological process of lubrication of the introitus, 
so important especially in the reproductive years for satis- 
factory coitus, is very liable to lead to dyspareunia, with its 
potential of marital complications. 

Quite apart from these objections, unless removal of the 
gland is complete, recurrence of cyst or abscess is a strong 
possibility. Furthermore, the operation of excision is so often 
a long, difficult and bloody procedure, especially in the large 
or old chronic gland. Badaro and Khowry' and also 
Condamin* have published articles on the methods of both 
incision and excision of the Bartholin gland. 

Comparing excision with incision and drainage, the 
excision method is alleged to be the better of the two. 
Actually it is the worse. Because of both the immediate and 
future hazards associated with the time-honored methods of 
incision and excision of the Bartholin gland, J. W. Davies,* 
of New York, and Philip Jacobson,* of Petersburg, Virginia, 
have each, separately, conceived and designed a simple 
technique by which the incision for drainage is converted 
into a new and permanent ostium. In the newer techniques, 
no tissue but only the pathological contents of the gland are 
removed. In contrast with the excision operation, which is 


* Paper presented at the Seventh Congress of the South African 
Society of Obstetricians and Gynaecologists (M.A.S.A.), Pretoria, 
4-6 August 1958. 


practically always restricted to the chronic gland, the new 
procedures to be described below can be employed in either 
the acute or chronic state; and also in the pregnant or 
postpartum conditions. The author operated on an acute 
Bartholin gland right after delivery of the child. 

It should be noted that since it is the duct of the gland that 
is at fault, the incision must be into the duct. 


ws 


Fig. 1.+ In the Davies technique of drainage of a cyst or 
abscess of the Bartholin gland, the wick of gauze (or foreign 
body) by virtue of prolonged contact helps to keep the in- 
cision open. This opening becomes the new and permanent 
physiological ostium. 


+ This and the other illustrations to this article (Figs. 1-5) 
are taken from the author’s book Gynecology: Surgical Tech- 
niques,® published by Charles C. Thomas, Springfield, Illinois. 
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The basic principle of the Davies method’ is that prolonged 
pressure by a foreign body in the incision made for drainage 
converts this opening into a permanent, physiological ostium. 
Under local anesthesia an incision is made in the enlarged 
gland—actually into the duct—close to the site of the original 
ostium. The liquid contents are removed with gauze or with 
the aid of saline in the syringe. While the cut edges of the 
lining sac are held with clamps the cyst cavity is packed 
with gauze (Fig. 1). The pressure of the packing tends to 
prevent agglutination of the mucocutaneous edges, thus 
allowing epithelization of the os. Some operators use a 
catheter or a rubber drain instead of gauze. The patient 
returns twice weekly to have the packing or other material 
changed. At the end of about 5 weeks there will nearly 
always have been established, as started by the original 
incision, a permanent ostium }$ inci or so in diameter. 
Through this new ostium drains the natural viscid fluid from 
the regenerated secreting epithelium of the gland (Fig. 5). 

It can be seen that the mucocutaneous edges of the new 
ostium might at some time in the healing period make 
contact, causing closure of the outlet. Some patients, and 
surgeons, do object to the prolonged series of visits during 
which the gauze is changed. In order to minimize the chance 
of premature closure Jacobson‘ conceived and designed the 
operation of exteriorization or marsupialization, by which the 
gland duct is brought out through the incision. 


MARSUPIALIZATION 


Marsupialization of the Bartholin gland is the conversion 
by exteriorization of the gland duct to become the permanent 
ostium, which drains freely on to the adjacent mucocutaneous 
surface. 


In the technique of marsupialization for cyst or 


Fig. 2. 
abscess of the Bartholin gland, as designed by Jacobson,‘ 
the initial incision—down to but not into the sac—is near 
the site of the original ostium. 


Fig. 3. In the marsupialization technique of the Bartholin 
gland the mucocutaneous layer is carefully dissected off to 
expose a fairly large area of the gland sac. The sac is then 
opened along the dotted line as indicated. The edges of the 
sac are then grasped with clamps—before it collapses—and 
the contents flushed out with saline in a syringe. Especially 
in the small or acute gland, identification and control of the 
Sac are most important from the beginning of the operation. 


TYDSKRIF VIR GENEESKUNDE 835 


Fig. 4. For proper marsupialization of the Bartholin gland 
the periphery of the lining sac must completely cover the 
mucocutaneous edges by employing the author’s modification 
of Jacobson’s technique.‘ Note (see inset) that the fine catgut 
suture passes first through the sac, then through the muco- 
cutaneous edge and finally through the sac again a short 
distance from its edge. As seen, the formerly distended gland 
duct is now a shallow cavity the mucous lining of which is 
continuous with the surface of the labium. There can be no 
contact of healing skin surfaces. (Author’s modification of 
Jacobson’s Fig. 3.*) 


Fig. 5. The new and permanent physiological ostium of the 
Bartholin gland several weeks after the operation of mar- 
supialization (or after Davies’ method*). The adjacent 
surface receives the lubrication through the new ostium of 
the regenerated duct. 


Under local anesthesia (which suffices in most cases) 
a vertical incision about | inch long is made close 
to the site of the original ostium or, if the os cannot be 
identified, about | cm. lateral to the hymenal ring (Fig. 2). 
The skin or mucocutaneous structure is dissected from over 
the sac, care being taken not to rupture the sac. Another 
vertical incision about l-inch long is then made in the cyst 
(Fig. 3). As the fluid exudes the cut edges of the cyst wall are 
grasped with appropriate clamps before the gland collapses. 
In the small gland, especially if acute, identification of the 
sac after it collapses may be quite difficult. Where there has 
been much scarring due to previous rupture it is best to make 
the initial incision into the cyst. Saline may be used to flush 
out the pus or fluid, and also to help to identify the cyst wall. 
If the operator loses control of the sac the operation will 
very likely be a failure. 

If the gland has collapsed from previous spontaneous 
rupture some time before the operation, location of the 
‘hole’, and hence the sac, will be greatly facilitated by flushing 
the area with saline, rubbing with the soaked sponge, and 
free use of the probe and small clamps. 

While the clamps hold open the cyst cavity its edges are 
attached by several interrupted fine catgut sutures (Fig. 4). 
In order that the mucosal lining of the cyst may completely 
cover the mucocutaneous edge, the suture must pass first 
through the sac mucosa, then the mucocutaneous edge, and 
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again through the sac a little distance from its edge (inset of 
Fig. 4). When, as originally designed by Jacobson, the 
mucocutaneous edge is merely attached to, but not completely 
covered by, the gland mucosa, the exposed skin of the ‘double’ 
edge may make contact with its opposite and so encourage 
closure of the ostium. This contact is one cause of failure 
of the operation; hence the author’s modification of the 
original procedure. Some operators do not pack the cavity. 
However, this author (Lowrie) makes a practice of packing 
the cavity with a small piece of rubber drain, which is held 
by suture. The end of the drain protrudes through the new 
ostium and may fall out when the sutures absorb. The 
patient is observed for 5 or 6 weeks, at the end of which 
time involution will have taken place. The new functioning 
ostium, usually 0-5 — | cm. in diameter, will be evident and 
the labium will be moist from secretion (Fig. 5). 

Some operators prefer nonabsorbable sutures, which can be 
removed several days later. However, unless the ends of these 
sutures are left long, pain and edema may render removal 
quite difficult. 

END RESULTS 


As yet we have no documented follow-up of a large series. 
At St Vincent’s Hospital in New York where, with the 
cooperation of our director, this author introduced the 
operation in 1955, we have to date had 60 cases. The new 
technique of marsupialization is now being used widely 
throughout the country. Since the original publication by 
Jacobson* in 1950, authors such as Tancer et al.,> von Friesen® 
and Wilder’ have published their very favorable results. 
When the operation is performed with the amended technique 
noted herein, failure is relatively unknown. 


SUMMARY AND CONCLUSIONS 


1. The time-honored surgical techniques employed in cyst 
or abscess of the Bartholin gland not only exhibit flagrant 
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violations of basic anatomical and physiological principles, 
but are also often followed by local defects such as deformity 
and faulty lubrication, which lead to unsatisfactory sex life 
and other unwelcome sequelae. 


2. To eliminate the objections in the currently employed 
methods there is here presented a quite new type of technique, 
which can be simply, safely and rapidly executed, in which 
no tissue is removed, which can be performed in the acute or 
chronic Bartholin gland, in the pregnant or post-partum 
state, and for which hospitalization is usually not necessary, 
The incision for drainage of the distended gland becomes the 
new permanent and physiological ostium—created, prefer- 
ably, by the principle of marsupialization. 

3. The author would amend the original Jacobson‘ tech- 
nique as herein noted: 

(a) The gland sac—especially in the small or acute 
gland—must be identified early and kept everted through- 
out the operation. 

(b) Closure of the ostium, possible from contact of the 
raw exposed peripheral edges, is practically eliminated 
when the smooth lining of the gland sac completely covers 
the mucocutaneous surfaces (Fig. 4). 

(c) Continued patency of the new ostium is surer when 
the rubber drain is kept in for some time after the operation. 


4. In view of the overwhelming advantages inherent in this 
new operation of marsupialization, should we not regard this 
innovation by Davies and Jacobson as a milestone, a veritable 
revolution, in surgery of the Bartholin gland ? 
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AN INVESTIGATION INTO COMBINED ELECTROCONVULSIVE AND CHLOR- 
PROMAZINE THERAPY IN THE TREATMENT OF SCHIZOPHRENIA* 
A. H. Borowitz, M.B., B.CH. (RAND), D.P.M. (R.C.P.& S. ENG.), Medical Officer, Fort England Hospital, Grahamstown 


We have found chlorpromazine a singularly useful drug in 
the treatment of disturbed African female patients in Sterk- 
fontein Hospital. Rapid improvement in the behaviour of 
noisy, aggressive, resistive, or destructive psychotics has 
become commonplace; and in patients suffering, for in- 
stance, from acute catatonic reaction states it appeared to 
have exerted a specific action, frequently inducing, as far 
as could be determined, a complete remission of the illness. 
It seemed to suppress not only their restlessness, appre- 
hension, excitement and tension but, in many cases, their 
delusions and hallucinatory experiences as well. 

Our chronic schizophrenic patients showed a similar 
improvement in their behaviour, but quite commonly re- 
mained withdrawn into themselves, solitary, indifferent to 
their surroundings, and emotionally flat. They showed 
little or no response when encouraged to engage in such 
work or social therapy as was available to them in the ward. 
This finding is in close agreement with that of Hine’ who, 


* This investigation was carried out when the author was a 
member of the staff of Sterkfontein Hospital, Krugersdorp. 


in an excellent study of this problem, concluded ‘that chlor- 
promazine does not alleviate the symptom complex, with- 
drawal, in the chronic schizophrenic patient and that this 
is true even for those patients with varying degrees of with- 
drawal who are improved in their psychiatric status by 
chlorpromazine therapy’; and ‘that withdrawn chronic 
schizophrenic patients may, as a result of treatment with 
chlorpromazine, be distinctly benefited in behavioural areas 
other than withdrawal and thus in their general psychiatric 
Status’. 

This symptom complex of withdrawal, however, is often 
seen inter alia in patients undergoing a course of insulin 
coma therapy. It may occur during the course or as a sequel 
to it, but in either case its presence is regarded by authorities 
such as Mayer-Gross, Slater and Roth? as an indication for 
electroconvulsive therapy (ECT), which adjunct is not 
infrequently found to be effective in dealing with this symp- 
tom complex. 

A combination of chlorpromazine and ECT as a specific 
form of treatment for this condition therefore appeared to 
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us to be worthy of a trial investigation in view of the effect 
of the former on the symptomatology of schizophrenia in 
general, and the effect of the latter on the symptom complex 
of withdrawal in particular. We could not find any examples 
in the literature where this had been done before, although 
we were aware of the fact that Sargant*-* had been treating 
some of his cases with a combination of ECT, chlorpro- 
mazine and modified insulin from as early as 1956. 

With regard to the risk entailed by this procedure, some 
authorities, such as Kalinowsky,° felt it was both dangerous 
and unnecessary, while others, who were in the majority, 
were of the opinion well summarized by Blair and Brady® 
that ‘ECT has a very definite place as an adjuvant to chlor- 
promazine . . . ° in the treatment of chronic schizophrenia. 


THE EXPERIMENT 
Background 

This enquiry was carried out in a self-contained unit 
with accommodation for 138 African female patients. In 
1958 we admitted over 70 patients, of whom about 50 were 
suffering from one or another form of schizophrenia. The 
patients were cared for by 2 trained and experienced Euro- 
pean nurses, and 7 untrained, lay African female assistants, 
3 of whom had had over 8 years of experience in dealing 
with them. General medical and psychiatric attention was 
provided by the writer. 

The wards are all managed on the open-door system, 
started here in 1956.’ Realistic opportunities are provided 
for the patients to keep themselves occupied. Thus they 
begin each day by making their own beds, tidying their 
wards, washing the verandahs and sweeping the courtyard. 
Then the majority leave the ward, to tend surrounding 
gardens, cultivate farm lands, help in the kitchen and laundry, 
or perform charing duties in the European wards. The better 
educated patients assist the nursing staff in looking after 
the more chronic and physically disabled ones. Some who 
prefer to devote their afternoons to knitting, needlework, 
plaiting and beading are encouraged to try to get others 
interested in their skills as well; in this they achieve a 
certain amount of success. 

By way of entertainment they have weekly song and dance 
sessions, which they virtually conduct themselves, an oc- 
casional game of basket-ball, and a monthly cinema per- 
formance. Long walks in the grounds are a regular feature 
for many patients. As far as possible they are encouraged 
to participate in their activities in groups of 10 — 20 patients, 
which is about as many as an assistant can comfortably 
supervise without unduly restricting the freedom of the 
groups and yet maintaining a reasonable level of discipline. 


Case Material and Assessment 


Of the 30 African female patients in the test series, 27 
were new admissions, and 3 were old cases who had partially 
responded to ECT and insulin coma but had remained 
withdrawn into themselves in spite of it. These patients 
were all found to be free from any form of physical disease 
and sober in their habits. Five of them whose blood gave 
Positive Wassermann reactions but CSF negative were 
accepted for the project after a course of penicillin treatment. 

Each case was assessed by a conference of doctors after 
one or two weeks of observation, during which period the 
provisional diagnosis was kept under constant review. 
Particular care was taken to exclude schizophreniform 
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reaction cases. Where there was any doubt the period of 
observation was prolonged to a month or longer. It was 
necessary to do this because as yet no realistic effort has 
been made to assess either the presentation or the natural 
history of schizophrenia in the African, even from readily 
available mental-hospital records, so that one has to be 
guided in diagnosing by information pertaining to Europeans 
exclusively. 

Simon’s stricture’ that ‘African mental patients are being 
admitted to institutions only when violent, uncontrollable, 
criminal or destitute’ is not applicable to our group of 
patients; almost a third of their number were referred to 
us from the mental health clinics in and around Johannes- 
burg, and possessed none of the characteristics he enum- 
erates. 

Once treatment had commenced patients were seen at 
weekly intervals in unstructured groups of 10-12, accom- 
panied by a well-educated African female assistant, skilled 
in both psychiatric nursing and interpreting in Zulu, Sotho, 
Tswana, Xosa, English, and Afrikaans. An article is in prepara- 
tion giving full details about this method of seeing patients, 
but, for the present, it is sufficient to say that patients appear 
more at ease, converse more readily, and express their 
symptoms and signs to the doctor with greater freedom, 
than when seen alone by him in his office, with the sister 
and interpreter standing by at attention. All conversation 
with the patient is conducted through the interpreter in the 
patient’s language. We found that after 8 years of experience 
the interpreter had acquired a good understanding of the 
patients’ complaints. While this conversation is in progress 
the doctor has an excellent opportunity of observing not 
only the patient in question, but the effect on the other 
patients as well. 

Once a month a ward conference was held, and each 
patient’s condition marked up in a Parkside behaviour rating 
scale* (PBRS). This enabled us to obtain a comprehensive 
picture of the nurses’s impression of the patient. These 
findings were then correlated with the weekly clinical notes, 
and in cases where opinions differed, the PBRS was deferred 
to. 


At the end of the investigation the case was again assessed 
at a conference of doctors. For purposes of assessing those 
patients leaving hospital, the following criteria were agreed 
upon: 

A full remission would imply as follows: 

1. The patient is symptom-free. 

2. She participates willingly in group activities, and is no 
longer asocial or withdrawn into herself. 


3. She keeps herself fully and sensibly occupied in the ward 
without any undue prompting from the staff; finding work for 
herself if left alone. 


These patients were invariably discharged from hospital. 

A partial remission would imply as follows: 

1. The patient’s general behaviour is such as to cause no 
offence or anxiety to lay people. 


2. She participates in routine group activities voluntarily. 

3. She is fully cooperative with the nursing staff, needing no 
undue prompting from them to keep herself fully and sensibly 
occupied. 

These patients were sent out on leave of absence for 1 
year, in charge of a relative in every case. 
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The Combined Treatment (CT) 


Symptomatic chlorpromazine treatment and ECT were 
given concurrently for a period of not more than 3 months 
in the following manner: 


Treatment was begun with a dose of 25 mg. b.d., which 
was increased to 50 mg. within 3 days. If the patient’s 
behaviour remained restless or aggressive it was, after the 
lapse of another 3 days, pushed up to 100 mg. b.d. or even 
200 mg. in 2 cases. Like Blair® we found we could estab- 
lish an ‘optimum dose’ for each patient, i.e. the dose of 
chlorpromazine on which they remained for the longest 
period of time in their 3 months’ course without showing 
any side-effects and deriving the maximum benefit from 
the drug. The optimum doses in some of our cases is shown 
in Table V. The average daily dose taken by each patient 
over the whole course of treatment agreed closely with that 
found by Little’ in his cases, viz. 150 mg. daily by mouth. 

If after a week the patient remained disturbed or with- 
drawn, ECT was commenced. It was administered twice 
weekly on Mondays and Fridays. The only premedication 
given was atropine (1/120 gr.) half an hour before treatment. 
Some markedly withdrawn patients were given 3 ECTs 
during the first week in an effort to get them to eat or control 
their sphincters, and this treatment was _ continued 
until the patient’s symptoms had been relieved or until 
she had had 20 induced seizures. Such cases as tended to 
become withdrawn again after the ECT had been discon- 
tinued were placed on weekly ECT until apparently stabilized 
and no longer in need of it. The number of ECTs adminis- 
tered in cases that improved is given in Table V. 

We used a ‘Pulsacon electro-coma’ machine, employing 
the rheostat to produce a glissando effect up to 12 milli- 
amps, which was held for }-—1 second. This treatment 
programme enabled us to see each patient every Thursday 
morning with as little post-ECT confusion as possible. 

We came across no complications whatever, and found 
that the patients could carry on their daily routine with 
a minimum of disturbance. 

The patients were followed up for a minimum of 1 month 
in hospital after cessation of treatment. Having left hospital 
the majority were seen regularly at monthly intervals at our 
mental health clinic in Johannesburg. In case any of these 
cases had relapsed at home, they were issued with a routine 
form which would have enabled them to be referred back 
to our hospital with a minimum of delay. 


The Control Series 


At the outset of this investigation it was decided to use 
a matched sample of cases receiving insulin coma treatment 
(ICT) for control purposes. There are 6 beds available for 
patients on this treatment, and in this hospital a full course 
of treatment is considered to be 60 comas. Before receiving 
this treatment, however, almost every case is subjected to 
a course of ECT—20 in all—administered at the rate of 
3 per week. 

Unfortunately, 1 out of every 2 patients receiving ICT 
was prevented from completing a full course because of 
3 main reasons: 

(a) They went into a deep coma on doses as small as 5-10 
units of insulin. 

(b) They fluctuated widely in their response to a fixed dose 


of insulin—going into a deep coma one day and showing hardly 
any response to it the next. 
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(c) Running a course of intermittant pyrexia which would 
have made the treatment an extremely lengthy one. These patients 
were all ultimately found to be suffering from hepatic disfunction, 

Because of this we had recourse to the records, and ex- 
amined the case histories of the last 30 patients who had 
had 30 or more comas and used them as our control series. 
As Table I shows, the control (ICT) series of cases and the 
investigation (CT) series turned out to be surprisingly alike. 
Of the control patients 20 had had 60 comas, 4 had 40-50 
comas, and 6 (of whom 5 appeared to have completely 
remitted) had had 30-40 comas. 

Although the above may not reflect the response to ICT 
by African schizophrenics in general,'' Wolpowitz, one 
of the pioneers in its use in this country, is of the opinion 
that they do not do nearly so well on it as the Europeans. 
In a series of 12 male and female African patients who had 
received a full course of treatment at Komani Hospital, 
Queenstown, in 1953-4, there were no recoveries, and 
only a slight improvement in two or three cases. This was 
in spite of carefully selecting young patients whose illnesses 
were of fairly recent onset. 


Course of the Experiment 


During the period of observation our most acute problem 
was dealing with restless, violent or noisy patients without 
having recourse to either chlorpromazine or ECT. It is 
quite a tribute to the nursing staff that we managed to do 
this with the aid of chloral hydrate and paraldehyde draughts 
only. Not one of these patients required seclusion in a 
protective room. 

Once CT had commenced, a few of the patients refused 
to take their chlorpromazine by mouth and it had to be 
given them by injection. After two or three such injections 
they invariably became cooperative in this respect. Because 
of the relatively small doses used, we did not come up against 
the obstacle of drowsiness and lethargy confusing an already 
difficult clinical picture, which appears to hamper some 
American workers especially; Goldman,!* writes of doses 
such as 200 mg. or more 6-hourly. 

Within 10 — 14 days of the start of CT some of our patients 
became inordinately confused. This was neither a regular 
nor predictable finding, and it passed off within a week 
or two with continued treatment. It was of no prognostic 
importance. 

The majority of our patients showed a _ considerable 
general improvement within a fortnight of commencing 
therapy. After this, those that were going to remit showed 
a slow but steady improvement, while the others remained 
Static despite increases in chlorpromazine. One patient 
had to have more than 200 mg. b.d. for longer than three 
or four days. She became drowsy, listless and anergic on 
account of the drug, thus presenting a difficult problem for 
assessment. 

With 2 exceptions, all our patients had a 3 months’ course 
of chlorpromazine—the dose being gradually reduced 
within the last 2 weeks of treatment. One case appeared 
to undergo a complete remission in 2 months, and another 
in 10 weeks. The cases that did not remit showed little 
change in their illness despite their treatment; 2 of these 
showed an excellent response after a month and then re- 
lapsed and remained ill despite further treatment. 

Every one of these patients was followed up for 1 month 
in the ward, with 1 exception—the paraphrenic, who 
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desired to go home for urgent reasons of employment, 
but who attended at the mental health clinic on the ap- 
pointed day and time, apparently quite well. 


DISCUSSION 


In order to collect 30 patients who had received a course 
of 30 or more comas it was necessary to look up the records 
as far back as September 1955. One difference in the two 
samples of patients consists in the fact that the CT group 
contained a higher proportion of paranoid schizophrenics 


(Table I). We felt that this did not detract from the simi- 
TABLE I. COMPARISON OF THE TWO GROUPS OF PATIENTS AS RANDOM 
SAMPLES 
ICT 
cases cases 
|. Tribal and racial distribution: 
Bechuana 6 6 
Tswana 1 1 
Shangaan 1 
Sotho 5 10 
Swazi. 1 2 
Xosa . 4 2 
Zulu . 8 5 
Coloured 3 3 
Indian 
2. Age average (in years) 31-4 32-2 
3. Social conditions in ordinary place of 
residence : 
Strong European influence (cities and 
towns) ea . 24 22 
Weak European influence (farms and 
reserves) . 6 8 
4. Duration of illness before admission 
(average): 
Acute cases (months) as we 8-5 
Chronic cases (years) 5-2 10-8 
5. Syphilitic infection (cases) (blood W.R. 
C.S.F.W.R.—) .. 4 5 
6. Diagnostic categories: 
Acute catatonic schizophrenia 15 10 
Acute hebephrenic schizophrenia 3 3 
Acute paranoid schizophrenia 1 5 
Chronic catatonic schizophrenia . . 5 7 
Chronic hebephrenic schizophrenia 4 1 
Chronic paranoid schizophrenia .. 1 3 
Paraphrenia . 1 


larity of the two groups, because this class of patient is 
not normally considered suitable for ICT. In fact, because 
of a paucity of beds and an excess of catatonic and hebe- 
phrenic schizophrenics requiring treatment, it very rarely 
happened that they received this treatment. 

With regard to the duration of illness before treatment 
in chronic cases, the average number of years of those 
who received CT was inflated by 3 cases—one having been 
ill for 10 years and the other two 7 years each before ad- 
mission. In approximately a third of each group the dura- 
tion of illness could not be ascertained at all. 

As is evident from Table II, the results from CT were 
about twice as good as those from ICT in our acute patients. 


TABLE Il. COMPARISON OF TOTAL RESPONSES TO THE TREATMENTS 
ICT cT 
Complete remissions 6 13 
Partial remissions (L.O.A.) es ot 5 5 
Unimproved or relapsed =< 12 


This finding was subjected to statistical evaluation and 
was considered to be significant within the 7° level. These 


S.A. TYDSKRIF VIR GENEESKUNDE 839 


cases had been ill for not more than 3 years or, should 
they have remitted on previous occasions, had had not 
more than 3 relapses in their illness regardless over what 
length of time (Table V). 

Our results with CT also compare favourably with that 
expected from ICT in Europeans as quoted by Mayer- 
Gross, Slater and Roth,? while compared with De Wet’s 
findings“ in African female cases they are quite promising. 
According to him, in a patient population of 50 souls, each 
with a duration of illness of less than 30 weeks, only 7 are 


TABLE Ill. ANALYSIS OF CASES IMPROVED, AS ENUMERATED IN TABLE II 
ICT CT 
Cases Cases 
Acute catatonic schizophrenia 4 out of 15 4 out of 10 
Acute hebephrenic schizophrenia 2 out of 3 3 out of 3 
Acute paranoid schizophrenia l out of 1 5 out of 5 
Totals Toutof19 = 12 out of 18 
Chronic catatonic schizophrenia 2 out of 5 3 out of 7 
Chronic  hebephrenic  schizo- 
phrenia .. 0 out of 4 0 out of 1 
Chronic paranoid "schizophrenia 1 out of 1 2 out of 3 
Totals 3 out of 10 5 out of 11 
Paraphrenia l out of 1 1 out of 1 


likely to recover spontaneously within 15 months after 
admission. This rate of remission does not appear to be 
improved upon by ECT only given twice weekly on either 
15 or 30 occasions. Our most pleasing results were seen 
in the paranoid schizophrenic cases (Table II]), who ap- 
peared to do remarkably well. The figures, however, are 
too small for any conclusions to be drawn from them and 
this may well have been a chance event. 


TABLE IV. AVERAGE DURATION OF TREATMENTS COMPARED 
Combined therapy 12 weeks 
Insulin coma a 16 weeks 
ECT and ICT 23-5 weeks 


CT is quite straightforward and quick to administer; 
taking half the time for a full course of treatment compared 
with the usual procedure of a course of 20 ECTs followed 
by ICT (Table IV). It greatly increases the number of pa- 
TABLE V. TREATMENT OF CASES UNDER CT THAT REMITTED PARTIALLY 


OR COMPLETELY 
Chlorpromazine 


Duration ECls 
of Diagnosis ———_ Optimum Time DorL 
Illness No. Time dose (weeks) 
(weeks) (meg. b.d.) 

1 13 months Acute 13 6 100 8 D 

2 Unknown catatonic 12 6 100 6 D 

3 Unknown _ schizophrenia 7 5 50 7 D 

4 3 weeks 13 8 200 9 D 

$ 18 months Acute 19 10 100 L 

6 Unknown hebephrenic 10 9 100 D 

7 Unknown _ schizophrenia 4 5 50 9 D 

8 Unknown Acute 9 7 100 12 L 

9 2 months paranoid 16 12 50 12 D 

10 3 months schizophrenia 14 s 200 5 D 
li 1 year 11 7 100 8 D 
12 Unknown 11 6 50 10 D 
13 4 years Chronic 5 3 100 10 L 
14 5 years catatonic 14 x 100 D 
15 3 years schizophrenia 9 7 100 10 D 
16 4 years Chronic 6 4 150 10 L 
17 7 years paranoid 5 3 50 8 L 

schizophrenia 
Paraphrenia 5 a 50 10 D 


18 2 months 


L = leave of absence. 


= discharged. 
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tients which a limited number of staff can treat, and seems 
very much safer than either ICT or massive-dose chlor- 
promazine therapy. In addition, smaller doses of both 
ECT and chlorpromazine appear to be necessary than when 
either is used alone (Table V). 

We feel that our results from combined therapy in African 
females are of interest, and suggest that further work along 
the lines indicated may contribute more information on the 
symptomatic treatment of schizophrenia. 

We cannot, however, too strongly emphasize that, without 
the active support of well trained nursing staff who have a 
good understanding of group methods in the handling of 
patients, this treatment is bound to fail. It depends, ab- 
solutely, on having available for each patient facilities 
whereby she may relate to other people in a free and relaxed 
environment if she is fortunate enough to have been brought 
back to reality by the treatment. Left alone, patients show- 
ing any sign of improvement whatever all too readily with- 
draw into themselves and in at least 2 of our cases this 
process proved to be irreversible. 


SUMMARY 


The use of combined electroconvulsive and chlorpromazine 
therapy as a method of treatment of schizophrenia is de- 
scribed. 

The importance of employing group methods in the 
application of this treatment is outlined and emphasized. 
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This therapy was received by 30 African female schizo- 
phrenics, approximately two-thirds of whom remitted 
partially or completely. 

The results of this form of treatment is compared with 
those obtained in insulin coma therapy. 

It is concluded that combining the two therapies is worthy 
of further investigation in the treatment of schizophrenia. 


I should like to express my gratitude to the nursing staff of 
ward F.N.A., Sterkfontein Hospital, whose help and coopera- 
tion made this work possible. My thanks are due to Prof. L. A. 
Hurst, Department of Psychiatry and Mental Health, University 
of the Witwatersrand, Johannesburg, and Dr. C. G. A. Simonsz, 
Deputy Physician-Superintendent, Weskoppies Hospital, Pre- 
toria, for their interest, assistance and support in this investiga- 
tion. I would also thank Prof. J. Kerrich, Department of Sta- 
tistics, University of the Witwatersrand, for much help in the 
planning of this project, and for assessing the significance of the 
results. 
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STIKOKSIDOEL-NARKOSE VIR BUITEPASIENTE (NITROUS OXIDE ANAESTHESIA 
FOR OUT-PATIENTS) 


OORSIG 
J. W. Mostert, M.B., Cu.B., D.A. (Lonp.), F.F.A.R.C.S. (ENG.), King Edward VIII-Hospitaal, Durban 


Distikstofoksied, stikstofmonoksied. stikstofprotoksied, stikstofsuboksied en 
salpeteragtige-oksied as kliniese vakterme is m.i. langdradig en pedanties, en ek 
gebruik dus die term stikoksidoel van die Duits, stickoxydul, en Hollands, stik- 
oxyduul. Teenoor pasiénte is die gebruik van die leketerm ,laggas’ natuurlik buiten- 
gewoon belangrik om die gas se aangenamer eienskappe te benadruk. 


Hierdie oorsigsartikel handel oor die ontwikkeling, en veral die 
hedendaagse toegepaste fisiologie en farmakologie, van stik- 
oksidoel-narkose. Aan die orde van die dag is die toegif van aan- 
vullende middels soos kalmeer-, hipnotiese-, analgetiese- en anti- 
cholinergiese-middels, sowel as ,ware’ narkosemiddels in die vorm 
van halotaan, trichlooretileen, vinieleter (,vinesthene’), e.d.m. Dit 
dien dus beklemtoon te word dat die kliniese farmakologie van 
hierdie middels, waartoe in die praktyk so dikwels die toevlug 
geneem word, stellig geensins ernstig genoeg beskou word nie. 
Sonder uitsondering veroorsaak hulle belemmering van die asem- 
haling asook van die vermoé om te vergoed vir sulke sirkulasie- 
stoornisse soos aangetref word by bloeding, plotselinge ver- 
anderinge in dekubitus, en allerlei chirurgiese manipulasies. Hutlle 
gee ook aanleiding tot delirium en opwinding veral by die oue van 
dae. Hul mag lei tot dermatitis, hemopoétiese demping, geelsug en 
ander gastro-intestinale moeilikhede van die maagdermkanaal, 
afhanklikheid (,dependence’), en selfs onttrekkingssimptome; en 
herhaalde gebruik mag die sentrale senuweestelsel belemmer. Al 
dié komplikasies is natuurlik seldsaam, maar, om die betrokke 
hulpmiddels van stikoksidoel as relatief sonder gevaar te beskou, is 
nalatig en onverstandig. Daar is ‘n prys te betaal vir vreedsaam- 
heid, hetsy dit deur mediese middels of deur bemiddeling van meer 
filosofiese metodes behaal word. 

Van groot praktiese (insluitende geregtelike) belang is die feit dat 
die pasiénte met wie ons hier werk dikwels eiehandig op straat (bv. 
agter die stuurwiel van *n motor) goeie oordeel en fisiese bekwaam- 
heid aan die dag moet lé feitlik onmiddellik na afloop van hul 
behandeling. Stikoksidoel-narkose, sonder die ondersteuning van 
enige ander middel, bied ongetwyfeld die enigste veilige oplossing vir 


hierdie probleem op voorwaarde dat sy inherente beperkings klinies 
aandagtig onthou en toegepas word. 


VLUGTIGE TERUGBLIK 


Ons verhaal begin eintlik in 1534 met die geskrifte van die Jesuict 
Acosta.° Die priester vertel hierin van ’n ,sonderlinge’ siekte wat 
die reisiger plotseling oorval in die yl lug hoog op die berge van 
Peru. Vandag is dit maklik om te verstaan hoedat die bergklimmer 
plotseling bewussynstoornis ondervind sodra hy, in ’n afgetrokke 
oomblik, vergeet om deur hiperventilasie sy kompensasie vir die 
suurstofgebrek te handhaaf. Nogtans was dit ’n puik prestasie van 
Paul Bert® toe hy, soos ons priester vermeld, reeds in 1878 die 
narkose-hoedanighede van stikoksidoel wetenskaplik kon demon- 
streer deur die gas met 50°, suurstof aan diere toe te dien onder 2 
atmosfere druk. Deur dit te doen het hy daarin geslaag om chirur- 
giese narkose te bewerkstellig, ten volle bewus daarvan dat feitlik 
100 °%% stikoksidoel teen gewone atmosferiese druk hiervoor benodig 
word. Nou ja, ten spyte daarvan dat Paul Bert se werk onlangs weer 
onteenseglik bevestig is deur moderne metodes,** word stikoksidoel- 
narkose nog steeds blameer as bloot 
Stikoksidoel self is ontdek en beskryf deur Joseph Priestley in 
1773! en Sir Humphrey Davy het reeds in 1799 sy narkosehoedanig- 
hede vermoed.' Op sensasiewekkende wyse was Horace Wells in 
1845 onbekwaam om hierdie nuttige eienskap van die gas buite die 
mure van die Bostonse Hospitaal gewild te maak, en hiervoor, by 
uitstek, kom T. W. Evans? die eer toe. Evans het dit wel reggekry 
om die oorspronklike gebruik van stikoksidoel-narkose, soos hy 
dit van Colton geleer het—en dus sonder enige suurstof-toegif, in 
1868 in Londen aanvaar te kry deur sy kollegas. a 
Alhoewel die mediese beroep hom destyds maar bitter weinig 
daaraan gesteur het,? breek die daeraad van die moderne stik- 
oksidoel-narkose in dieselfde betekenisvolle jaar (1868) aan met 
Edmund Andrews se nuwe mengsel—die ,suurstof-mengsel’. Die 
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kommersiéle aanbieding van stikoksidoel in redelik handige 
silinders slaag ook dieselfde jaar in Engeland, hoewel dit eers 5 jaar 
later in Amerika tot stand kom. 

Min betekenisvolle verwikkelings volg hierna totdat ’n neuroloog 
met ‘n voorliefde vir die patologie op die toneel verskyn.* Cyril 
Courville, hierdie psigiater-neuroloog, het ter ere dat hy in 1936 die 

tste twisgeskrif in die hele geskiedenis van die narkose ont- 
keten het—n twis wat tans nog teen sy oorspronklike heftigheid 
yoortwoed. Binne 3 jaar verskyn sy deeglike studie: Untoward 
Effects of Nitrous Oxide Anesthesia,’ drie jaar wat hom onder- 
steuners besorg vanuit alle dele van Amerika.** ' 

,.-- While the literature is almost entirely silent on psychosis 
after nitrous oxide-oxygen anesthesia, no doubt, if the facts were 
known, a goodly number of the unfortunate individuals would be 
found in the insane asylums of this and other countries. 

,..- In conclusion, it must be stated that nitrous oxide is not 
entirely the innocuous agent that it has been heralded to be, and 
that serious and even fatal results will follow if the coincident 
anoxemia progresses beyond a certain point. The occurrence of 
respiratory failure and more particularly cardiac and respiratory 
failure of any duration under this anesthetic, is almost certain to 
result tragically. The fact that death is delayed hours, days, or even 
weeks after the anesthetic, does not absolve the anesthetic of blame. 
While certain factors in the causation of the critical anoxemic state 
are preventable, in many instances the untoward results are beyond 
human control. This fact makes it evident that there is an inherent 
danger in the use of this anesthetic that must constantly be reckoned 
with, although, fortunately, these disastrous accidents are relatively 
rare.”® 


Dit is nodig om dadelik te merk dat Courville se woorde, wat 
deesdae so dikwels aangehaal word,'”: 2% 33, 52 in ’n tyd geskryf is 
toe stikoksidoel-narkose dikwels sonder hulpmiddels toegedien is 
vir groot en langdurige operasies. Sodanige gebruik daarvan is, 
nes die drastiese metodes van McKesson,” * nou gelukkig iets van 
die verlede. Die ietwat lang aanhaling word vereis om aan te dui 
dat Courville geensins stikoksidoel se ,inherente’ toksisiteit as 
soortgelyk aan dié van arseen beskou nie. Na arseen-toediening sal 
‘n bepaalde aantal slagoffers sterf; na stikoksidoel-narkose sonder 
anoksie is daar geen noodwendige mortaliteit nie! Verder blyk uit 
ons aanhaling dat Courville geensins onbewus was van die moont- 
likheid nie, soos weer onlangs deur Bourne beskryf?* dat ’n soort 
sinkopie, of in elk geval hipotensie, ernstige serebrale skade kan 
veroorsaak ten tyde van ‘n anoksiese stikoksidoel-narkose. 

In 1951 word gesé ,... the essentials for success during the induc- 
tion are pressure, the minimum of oxygen in the mixture, the time 
element and a disregard of cyanosis’*™ (kursiewe nadruk is myne). 
In dieselfde trant verdedig ook, in Engeland, MaclIntosh'® en 
Goldman** nog steeds die tradisionele metode van stikoksidoel- 
narkose, waarvolgens anoksie verontagsaam word sover dit nodig 
is vir narkose. 

‘n Verantwoordelike mediese beroep het egter nie lank gesloer om 
te reageer op die kritiek van Courville en sy volgelinge nie. Som- 
mige wil tans stikoksidoel-narkose verban sien uit die geneeskun- 
of vervang deur siklopropaan,!’: of ondersteun deur 
triklooretileen.**» Hierdie skrywers herinner aan soortgelyke 
twisskrif oor die neurologiese komplikasies van spinale analgesie. 
Soos in die laasg: noemde geval verskyn daar inderdaad sedert 1936 
gereeld in die literatuur verslae soos dié van Fletcher** oor sere- 
brale en serebellére simptome na stikoksidoel-narkose. 

Vir enige ongeneeslike kwaal is daar gewoonlik veelvuldige rate, 
en die misbruik van stikoksidoel bly sedert 1936 geensins beperk 
tot die toegif van kragtiger inasemingsmiddels en die groter sterfte 
en postoperatiewe beswyming nie wat daarmee saamgaan. Die 
moderne intraveneuse barbiturate, soos ingevoer deur Helmuth 
Weese in 1932, word wyd en syd aan buitepasiénte toegedien?*2” 
ten spyte van die waarskuwing van Bullard** en die bevestiging”® 
van ’n groter sterfte en postoperatiewe bedwelming. Goldman’ 
bereken die sterftesyfer na intraveneuse barbituraat-narkose vir 
buitepasiénte op 0-26 per 1,000, teenoor 0-0073 per 1,000 vir 
stikoksidoel-narkose. 

Die onlangse geskiedenis van stikoksidoel-narkose vir buite- 
pasiénte is dus beduiwel deur al die toegifte; elke middel waarvan 
ery narkotiseurs weet is al aanbeveel in die buitepasiénte- 

iniek! 

ONVERMYDELIKE VOORREDE 


Die veldtog wat tans in Engeland gelei word deur dr. Bourne teen 
stikoksidoel vir buitepasiénte, is geig teen talle dokters wat hul 
lewe lank nog die gas met skynbaar bevredigende resultate aanwend. 
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Dit herinner sterk aan Horace Wells se kritiek, destyds, en sy 
selfmoord. 

By die besware van dr. Bourne dien dus vir ’n oomblik stil- 
gestaan te word. Sy vooroordeel is grotendeels bepaal deur die 
resultate wat hy deur die volgende eksperiment® behaal het: Dr. 
Bourne het narkose ingelei in onuitgesoekte volwassenes deur die 
toediening van 50°% siklopropaan in suurstof, waarna, met behulp 
van ‘’n klein dosis suksametonium, ‘n endotracheale buis -met 
opgeblaasde mansjet in posisie geplaas is. Slegs 80-83% stik- 
oksidoel in suurstof is voorts toegedien, en wel teen ‘n totale 
vloeispoed van minstens 10 liters per minuut. Na afloop van 15 
minute was die uitwerking van die siklopropaan en suksametonium 
oor, en voldoende tyd was verstreke vir die spanning van die 
stikoksidoel in die brein om in afdoende balans met die gedeeltelike 
druk in die longe te geraak. Alle moontlikhede wat verdunning 
van hierdie gasmengsel deur vars lug kon veroorsaak, was dus uit- 
geskakel. 

Selfs op hierdie ,uiters voordelige’ manier was dit nie moontlik 
om afdoende narkose met stikoksidoel in meer as enkele individue 
te bewerkstellig nie. Feitlik alle pasiénte het energiek gereageer op 
pynlike prikkels soos insnyding in die vel. Boonop was byna ’n 
kwart van Bourne se pasiénte blykbaar glad nie eers bewusteloos 
nie, want hul was aktief, hul ooglede het gewenk, en hul bewegings 
was gekoOrdineerd en somtyds doelbewus. In enkele gevalie was 
hulle selfs in staat om bevele uit te voer, soos die tong uitsteek en 
die hande klap. 

Ek twyfel of hierdie bevindings die algemene praktisyn sal ver- 
baas. Dit is tog onbetwisbare feit dat minstens 85-95 °% stik- 
oksidoel benodig word vir narkose.*': ** Dit bring ons by die kern 
van die saak: beteken dit dat ons nou altyd 20°%, suurstof, soos teen- 
woordig in die atmosfeer teen seespieél, benodig ? 

*‘n Enkele blik na die suurstofdissosiasiekurwe van hemoglo- 
bien* is voldoende om ‘n mens te oortuig dat ’n matige verminde- 
ring van die gedeeltelike druk van 20°, suurstof nog ’n byna 
onveranderde suurstofinhoud daarvan waarborg. Toe die Hender- 
son-Haldane-ekspedisie *n hoogte van 14,000 voet (4,000 meters) 
bereik het, was die atmosferiese druk slegs 450 mm. kwik. Slegs 
60% van die beskikbare suurstof op seespieél was dus teenwoordig 
(gelyk aan die asemhaling van slegs 12°% suurstof op seespieél),°* 
en tog het die bergklimmers geen ernstige simptome gehad nie, want 
die hemoglobien het geblyk 88°, versadig te wees—dus slegs 7°% 
minder as die normale waarde.*®° Op ongeveer dieselfde hoogte 
word die lugdruk-regulering in vliegtuie eers noodsaaklik. Boonop 
gebruik interniste ‘n toets vir anoksemie (hipoksemie) by die 
bestudering van koronére vatvernouing wat bestaan uit die toe- 
diening van 10% suurstof oor ’n tydperk wat mag strek tot 20 
minute;** serebrale skade hierna word geensins gevrees nie. 
Vlieéniers, soos die priester wat ons vroeér aangehaal het, bly dus 
werklik gevrywaar van serebrale skade solank soos hul anoksemie 
binne redelike perke bly. Sodra anoksie egter ongekontroleerd 
optree, soos gebeur met die inaseming van minder as 10° suurstof, 
verskyn kwaad natuurlik feitlik oombliklik. Haldane** het in 1922 
opgemerk dat ’n rustende persoon reeds na 1} minute van algehele 
suurstofonthouding dringende tekens daarvan openbaar. 
Armstrong*® het nog mooier aangetoon dat vlieéniers op ’n hoogte 
van 12,000 meters (40,000 voet, wat gelykstaande is aan 3% 
suurstof op seespieél) hul bewussyn verloor in minder as 1 minuut, 
en teen 9,000 meters, of 2,750 voet, (5°, suurstof op seespieél) in 
minder as 2 minute. 

Soos dit geensins skort aan oorvloedige voorbeelde in die lewe 
nie, is matigheid weereens die beste voorsorgsmaatreél teen die 
kwaadaardige gevolge van anoksie. Die gesuiwerdheid van Klock 
in Amerika*’ en Tom in Engeland** vind dus geensins algemeen 
byval nie. Klock en Tom beoog glad nie chirurgiese narkose met 
stikoksiedoel nie, maar beweer dat afdoende amnesie en analgesie 
*n stikoksidoel-narkose kenmerk, selfs in die teenwoordigheid van 
20°, suurstof. Volgens my ondervinding maak hierdie tegniek 
chirurge bitter ongelukkig, maar die begrip is nietemin van groot 
waarde, aangesien Klock en Tom daarmee beklemtoon dat 
maniese en vernielsugtige gedrag—iets wat ieder tandarts tot sy 
spyt vroeér of later ondervind—nie aan té ligte narkose toe te 
skryf is nie, maar bloot aan anoksie. 


DIE TOEGEPASTE FARMAKOLOGIE VAN STIKOKSIDOEL-NARKOSE 


Stikoksidoel besit hoegenaamd geen toksiese eienskappe vir die 
liggaam nie, derhalwe is dit bloot die fisiologiese faktore, en 
spesifiek daardie wat anoksie bepaal, wat hier in ag geneem moe- 
word. Weliswaar is ’n mate van kardiale uitsetting met stikoksidoelt 
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narkose sonder hipoksie bespeurbaar,*! maar die betrokke skrywers 
beweer dat dit van so ’n geringe mate is dat die bevinding eintlik 
as twyfelagtig beskou moet word. 


Die Begrip, Balans* 
Soos uit Afb. 1 blyk, poog die narkotiseur altyd om die bloed 
(en sodoende, onwillekeurig ook die weefsels) in ewewig te bring 
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Afb. 1. Gevolge van oplosbaarheid in bloed op arteriéle opname van gasse 
ingeneem teen konstante drukke.****! 


met die veilige konsentrasie van sy narkosemiddel; die term ,ver- 
sadiging’ blyk terselfdertyd nes ,anoksie’ bloot beeldspraak te wees. 
Hierdie terme is egter so ingewortel in die algemene gebruik dat 
dit ydel is om te onderskei tussen ,anoksie’ en die meer realistiese 
term ,hipoksie.’ Dit is wel nodig, egter, om te beklemtoon dat 
versadiging in die letterlike sin nooit klinies kan slaag nie, en dat 
dit leersaam is om by voorkeur liewers van balans (,equilibrium’) 
te praat. Met stikoksidoel is vasgestel dat die bloedkonsentrasie 
van ’n pasiént op enige bepaalde tydstip °n klinies-bevredigende 
indeks is van die konsentrasie wat terselfdertyd in die brein as ‘n 
geheel teenwoordig is. Dit is van groot belang om te besef dat 
vir enige bepaalde gasnarkose daar *n vasgestelde en konstante 
verhouding bestaan tussen die diepte van die narkose en die bloed- 
konsentrasie van die betrokke gas. Stikoksidoel, *n gas van geringe 
bedwelmingsvermoé, verlang derhalwe ‘n relatiewe hoé bloed- 
konsentrasie vir narkose. Hierdie bloedkonsentrasie word deur 
2 faktore bepaal wat albei buite die beheer van die kliniese narkoti- 
seur is, naamlik stikoksidoel se fisiko-chemiese hoedanighede 
aan die een kant, en die gedrag van die senuweestelsel aan die ander- 
kant. 

Met balans bestaan ‘n vooraf bekende verhouding tussen 
bloedkonsentrasie en alveolére lugkonsentrasie, ‘n verhouding wat 
afhang van die oploshaarheid van stikoksidoel. 

Aangesien die oplosbaarheid van enige gas-narkosemiddel teen 
liggaamstemperatuur op “n gegewe en vaste fisiese hoedanigheid 
berus, ewe-eens buite die kontrole van die narkotiseur, volg dit 
dat die benodigde konsentrasie in die alveolére lug, hetsy vir 
inleiding of vir instandhouding van narkose, absoluut vas en buite 
ons kontrole is. Soos reeds herhaaldelik benadruk is, bedra die 
syfer van stikoksidoel in die inasemingslug 85-95 °;, vir behoorlike 
narkose.*!: ** Hierdie milieu is alleenlik soortgelyk aan die alveolére 
lug wanneer ’n toestand van ewewig bereik is. 


Spoed van Totstandkoming van Balans 


Stikoksidoel bestaan uit molekule wat relatief klein is en wat 
oombliklik diffundeer vanuit die bloed in die weefsels. Hulle is 
baie goed oplosbaar in vetweefsel, dring baie geredelik deur die 
selmembraan, en bereik dus spoedig die intrasellulére, asook 
ekstrasellulére vog.** Vir die gemiddelde persoon wat 70 kg. weeg, 
behoort dus nie slegs die 5 liter sirkulerende bloed nie, maar wel 
ook die bykans 45 liter totale liggaamsvog in aanmerking geneem 
te word. Stikoksidoel in die alveoli ,ekwilibreer’ oombliklik met 
die bloed in die pulmonale kapillére bed, soos onlangs onteenseglik 
aangetoon is deur middel van radio-aktiewe en ander betroubare 
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fisiologiese tegnieke. Met ander woorde, op ’n gegewe tydstip sal 
al die bloed in die alveolér-kapillére membraan in ewewig wees 
met sowel die brein as die alveolére stikoksidoel-konsentrasie, 
Om dus in hierdie alveolére lug ‘n toereikende hoeveelheid stik. 
oksidoel so gou moontlik te bewerkstellig, is die primére plig van 
die narkotiseur. Daar is slegs een tegniek wat toereikend is klinies 
en dié word later beskryf. E 


Laat ons vir ‘n oomblik aanvaar dat die bloed in die longe 
konstant aan die vereiste 85-95% alveolére stikoksidoel-konsep- 
trasie blootgestel word, en dat al die stikoksidoel wat deur die 
bloed weggevoer word vanaf die longe, oombliklik vervang word 
deur ’n nuwe voorraad. Onder hierdie hipotetiese omstandighede 
bevat al die bloed wat van die longe afvloei die balanskonsentrasie 
van stikoksidoel. Die totale kardiale omset (,cardiac output’) 
vloei tog deur die pulmonale kapillére bed, dus, as dit 5 liters per 
minuut bedra, en die totale liggaamsvog bedra 45 liters, dan volg 
dit, as ’n eerste benadering, dat die totale liggaamsvog tot balans 
gebring kan word in ongeveer 9 minute (45/5), maar hierdie 
9 minute skiet tekort weens die asimptotiese geaardheid van die 
balans-proses. Solank terugvloeiende bloed na die longe narkose- 
middel bevat, sal bloed wat die longe ver/aat'* al minder stik- 
oksidoel bydra vir balans met die totale massa van die liggaamsvog. 
Die rede hiervoor is dat die stikoksidoel wat die longe bereik bloot 
net weer weggevoer sal word, sodat die netto oordrag van stik- 
oksidoel aan die weefsels met *n dienooreenkomstige hoeveelheid 
sal verminder. Op dié wyse blyk dit dat tot die mate wat die 
balansproses met die weefsels vorder, tot dergelyke mate sal die 
tydsfaktor immer verleng word. Om dus te praat van verwerfde 
balans is bloot beeldspraak, aangesien volmaakte balans slegs 
bereik kan word in ’n oneindige tydsbestek.** 


Dit is met stikoksidoel gevind™ dat vir sowat 90°, balans met die 
weefsels, selfs onder die ideale hipotetiese omstandighede so pas 
beskryf, minstens 21 minute benodig word, i.p.v. ons vroeér 
berekende 9 minute. Ons teoretiese beredenering klop dus met die 
werklike bevindings. Maar in kliniese narkose het hierdie selfde 
begrip, hoe belangrik ook al, oneindige verwarring veroorsaak. 


Van die grootste belang, veral sover dit stikoksidoel aangaan, 
is om te besef dat die balansproses met die weefselvog (totale 
watergehalte van die liggaam) bitter min in gemeenskap het met die 
narkoseverskynsels wat ons beoog. Wat ons verlang is bloot ’n 
toereikende breinkonsentrasie, derhalwe, bloedkonsentrasie, aan- 
gesien die narkose-uitwerking van stikoksidoel geheel-en-al daar- 
van afhang.*® Dit is dus geensins nodig om die hele liggaamsvog 
in balans te bring voordat ons narkoseverskynsels intree nie. 

Maar hierdie oorwegings is wel van praktiese belang na afloop 
van stikoksidoel-narkose wat langer as 15 minute duur, iets wat 
nooit in buitepasiénte behoort te gebeur nie! (°’n Groot massa 
stikoksidoel, sowat 30 liters, word na afloop van die narkose deur 
die weefsels vrygelaat vir vinnige uitskeiding via die longe, en dit 
veroorsaak postoperatiewe ,diffusie’-anoksie.)** Dit is van primére 
belang vir die inleiding van die narkose om die alveolére lug so 
gou moontlik afdoende te versadig met stikoksidoel. Die brein 
ontvang meer as 1/7e van die kardiale omset, veral die afferente 
lemnisko-talamiese stelsel in die retikulére aktivasiegedeelte van 
die breinstam, waar stikoksidoel dus sy uitwerking sal geniet 
sodra die alveolére lug genoeg stikoksidoel bevat. 


, Uitwas’ van die Longe 


In teenstelling met ons veronderstelling dat stikoksidoel oomblik- 
lik in afdoende mate in die alveolére lug tevoorskyn kan tree, 
vind ons dat die doeltreffende getylug slegs sowat 300 ml. bedra in 
vergelyking met die sowat 2,800 ml. wat hierdie volume, plus die 
funksionele oorskotinhoud beslaan. Gedurende die proses van 
asemhaling is dit dus hierdie sikliese asemteue van 300 ml. elk wat 
2,800 ml. longvolume ,uitwas’ om sodoende laasgenoemde te 
reinig van koolstofdioksied en aan te vul met suurstof. Professor 
Slome van die Royal College of Surgeons of England het gedurende 
1957 hierdie totale longvolume vergelyk met ’n bad vol modderige 
water. Elke skoon emmer water (inaseming) wat in die bad 
gedompel word sal die moddergehalte (stikstofgehalte) van die 
bad verminder, en wel in verhouding tot die moddergehalte van 
die oorskotwater in die bad wat noodgedwonge oor die rante 
van die bad sal stort (uitaseming). 

Dit is baie mooi aangetoon dat die 80% stikstof en 14-2°% suur- 
stof, normaalweg teenwoordig in die alveolére lug, na slegs 2 minute 
suurstofterapie vervang word by normale mense deur 98°, suur- 
Dit is inderdaad handige reserwe (2,800 ml.), waaruit 
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geput kan word, en dit is die kernidee van veilige stikoksidoel- 
narkose. ’n Oomblik se nadink sal hierdie beginsel ophelder. 
Wanneer suiwer stikoksidoel normaalweg aan °n pasiént toe- 
ien word, vind ons dat sianose intree binne 1 minuut. Na 
pre-oksigenasie is dit ’n alledaagse bevinding dat sianose selfs na 
75 of 90 sekondes nog geensins duidelik tevoorskyn tree nie. In 
die eerste geval is die pasiént in sy longe in besit van sowat 2,800 
ml. lug bestaande uit slegs 14-5° suurstof. Na suurstoftoediening 
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Afb. 2. Lot van suurstof in die longe na blootstelling van die pasiént aan 
suiwer stikoksidoel (volgens ieorie). Boonste kurwe—na 2 minute suur- 
stofterapie; en onderste kurwe sonder oksigenasie. 


van 2 minute-tydsduur bestaan dieselfde 2,800 ml. uit 98°, suur- 
stof. Hierdie twee gebeurtenisse kan duideliker in ’n grafiek ver- 
gelyk word (Afb. 2). 

Vorige skrywers gebruik Of glad geen _pre-oksigenasie 
1%, volg pre-oksigenasie op met stikoksidoel 
in suurstof.**. Eersgenoemde veroorsaak dus altyd sianose en 
anoksie, op hul ergste met die inleiding van hul narkose, terwyl 
die tweede groep, m.i., die voordeel van pre-oksigenasie groten- 
deels verbeur deur hul onnodige konserwatiwiteit. Die leser 
moet my verskoon dat ek weereens herinner aan die basiese 
farmakologiese feit dat 85-90°% stikoksidoel, op sy minste, af- 
doende chirurgiese narkose kan bewerkstellig in die gemiddelde 
normale volwassene.*! *? Daar is hoegenaamd geen rede waarom 
die klaarblyklik doeltreffende 100°, stikoksidoel nie gedurende die 
allerbelangrikste 60-75 sekondes na pre-oksigenasie toegedien 
moet word nie! Slegs dan is ons verseker van sukses, omdat ’n 
goeie begin met stikoksidoel-narkose volgens alle skrywers dié 
kardinale vereiste is—-,As goes induction, so goes the anaesthetic.”!® 


Fisiologie van Instandhouding en Herstel 


Ek het elders®® nog addisionele fisiologiese oorwegings aangevoer 
ter ondersteuning van die suiwer-suurstof / suiwer-stikoksidoel 
verloop. Volledigheidshalwe kan dit hier slegs gemeld word dat dit 
‘n verdere reserwe in die bloedplasma sowel as hemoglobien na 
suurstof-asemhaling behels. Dan is dit ook ’n feit dat stikoksidoel- 
molekule baie meer geredelik diffundeer in ’n milieu van suurstof 
as in ’n omgewing van stikstof, die hoofbestanddeel van normale 
kamer- en alveolére lug. Narkose volg dus op suiwer stikoksidoel- 
inaseming na pre-oksigenasie met groter spoed en intensiteit, 
afgesien van die afwesige subjektiewe gevoel van versmoring wat 
andersins deur die pasiént waargeneem word in die teenwoordigheid 
van anoksiese anoksie. 

Klinies, kan dus na sowat 70 sekondes gereeld met suiwer 
stikoksidoel ’n toereikende narkosetoestand bewerkstellig word in 
‘nN rooskleurig, behoorlik geoksigeneerde pasiént. Om hierdie 
ideale toestand te handhaaf is dit nodig om sowat 10°% suurstof 
by te voeg. Nou, nes die interniste met hul anoksemiese toets 
vir koronére vatsiekte,** verlang ons van die pasiént ongewensde 
vergoedings vir suurstof-gebrek, soos hiperventilasie en waarskyn- 
lik verhoogde kardiale omset. Hierdie pasiénte is egter bewuste- 
loos; hul kan geensins kla oor serebrale of kardiale ontoereikend- 
heid nie, en hul ontwikkel soms hipotensie—’n soort sinkopie. 
(Ekself het nog nooit hipotensie opgelet nie, ten spyte van my 
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voorliefde vir hierdie narkose.) Die duur van instandhouding 
moet dus beperk word tot ongeveer 5 minute. Daar is geen kuns- 
grepe, sover ek weet, wat toelaat om die nodige 90% tot 95% 
stikoksidoel toe te dien met terselfdertyd ’n redelike 15-20% 
suurstof nie. Bert en Sauerbruch se ooglopende plan om die 
atmosferiese druk te vermeerder—en dus ook die lewensbelangrike 
gedeeltelike druk van suurstof—is tot op die huidige stadium nog 
een van die teleurstellendste toepassings in geneeskunde van 
oénskynlik uitstekende idees. 


Finale Farmakologiese Oorweging en Opmerkings 

Die Ostwald-oplosbaarheidskoéffisiént van bloed/gas teen 
37-38°C bedra 0-47 vir stikoksidoel.** So lui die wetenskaplike 
manier om te sé dat die verhouding van die konsentrasie stikoksidoel 
in die alveolére lug tot dié in die bloed ten tyde van ’n balans- 
toestand (die definisie van die woord ,oplosbaarheid’) vir stik- 
oksidoel 0-47 bedra. Dienooreenkomstige syfers vir stikstof is 
0-01, siklopropaan 0-46, halotaan 3-6, en die goed-oplosbare 
middels chloroform 7-3, triklooretileen 9-0, en etieleter 15-0.° 
Dit beteken verder dat die stikoksidoel oombliklik sal diffundeer 
en sodoende versprei raak vanuit | ml. alveolére lug in dieselfde 
volume bloed sonder betekenisvolle dekrement in die alveolére 
gas se stikoksidoel-inhoud, in teenstelling met die narkose-middeis 
wat baie geredelik in bloed oplosbaar is (chloroform, etieleter). 


— ALVEOLUS 


Afb. 3. Oombliklike balans tussen gelyke hoeveelhede bloed en alveolére 
lug in die gevalle van stikoksidoel en eter. (Verwerk van Goldstein.**) 


Afb. 3 illustreer hoedat stikoksidoel hierdie prestasie van afdoende 
balans behaal met ’n dekrement van bloot 2/Se van die oor- 
spronklike alveolus-inhoud. 

Die volume bloed wat deur die longe vloei gedurende iedere 
asemhaling beslaan 1/15e van die kardiale omset teen *n asem- 
halingspoed van 15 per minuut; d.w.s. sowat 350 ml. vir ’n gemid- 
delde volwassene. Hiervan kan vinnig rekenkundig uitgewerk 
word dat slegs sowat 1% van die totale volume stikoksidoel teen- 
woordig in die longe weggevoer word deur die bloed gedurende 
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Afb. 4. Verloop van balans met stikoksidoel en eter. 


(Lug-bloed partisie- 
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een asemsiklus. Vir hierdie honderdste fraksie word natuurlik 
sonder verwyl! meer as vergoed met die volgende inaseming. 

Dit is nou duidelik dat dit relatief onhulpvaardig is om stik- 
oksidoel-narkose te probeer verhaas deur die asemhaling te 
stimuleer met koolstofdioksied of iets dergeliks. Daarenteen is 
dit ewe duidelik dat wanneer die kardiale omset verdubbel kan 
word, sal byna twee keer die hoeveelheid stikoksidoel deur die 
bloed vanuit die longe verwyder word in dieselfde tydsduur. 
Derhalwe, vir narkosemiddels soos stikoksidoel en siklopropaan, 
in teenstelling met eter en chloroform, is die oorheersende fisio- 
logiese faktor wat die balansproses beperk die kardiale omset. 
Die asemhaling is ondergeskik, soos reeds verduidelik, vir stik- 
oksidoel, maar oorheersend, op sy beurt, vir eter en chloroform. 

Afbs. 4 en 5 illustreer hoedat stikoksidoel, die relatief swak- 
oplosbare middel, baie vinniger as eter, wat baie goed oplosbaar 
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Afb. 5. Verloop van balans met stikoksidoel en eter in die totale water- 
gehalte van die liggaam.**-** 
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is, in die bloed beland, soos ons sal verwag van die voorgaande 
oorwegings en met inagneming van eter se irriterende eienskappe 
wat slegs ’n klein konsentrasie damp klinies vir inaseming toelaat. 

Herstel van die narkose bestaan bloot uit ‘n spieélbeeld van die 
bogenoemde prosesse. 


TEGNIESE VEREISTES 


Stikoksidoel-narkose as sodanig kan slegs met veiligheid, en in 
ooreenstemming met die bespreekte fisiologiese perke, toegepas 
word in mense met gesonde longe en in diegene wat kan saamwerk. 
Hierdie reéls is eintlik vanselfsprekend, omdat wederstrewige 
pasiénte soos jong kinders tog gewoonlik nie verlang word om 
motors te bestuur of dergelike veeleisende take te verrig na afloop 
van hul behandeling nie. Vir die groep van wie oordeel en optrede 
verwag word kort na die operasie, moet altyd voorsorg getref 
word vir die postoperatiewe bedwelming wat onvermydelik is 
met die gebruik van die aangewese kragtiger middels, vinieleter 
(,vinesthene’), trichloor-etileen of halotaan. 

Dit is nie wenslik om die narkose-tegniek vir stikoksidoel te 
beskryf sonder die fisiologiese raamwerk waarin dit moet pas nie, 
alhoewel hierdie stelling nie altyd in die verlede uitgevoer is nie 
baie skrywers is maar te lief vir persoonlike empiriese kunsgrepe. 
Nogtans is aandag aan die volgende wenke noodsaaklik vir die 
praktiese uitvoering van die narkose. 

*n Horlosie met 'n sekondewyser is noodsaaklik; die 2 minute 
vir suurstoftoediening kan glad nie deur die gemiddelde narkotiseur 
akkuraat genoeg geskat word nie. Nog belangriker is dit om die 
60-75 sekondes (ek verkies persoonlik nou 75 sekondes) van suiwer 
stikoksidoel-toediening op die horlosie te staaf, hoofsaaklik 
omdat die tradisionele tekens van stikoksidoel-narkose, soos ons 
dit in die literatuur aantref,"*'* slegs dié van anoksie is. Ekself 
maak geheel en al staat op die sekondewyser van die horlosie 
om aan die chirurg die oomblik mee te deel wanneer hy sy ingreep 
kan begin met die versekerde gevoel dat die pasiént bewusteloos is. 
Premedikasie is nie alleenlik oorbodig nie, maar ongewens in ‘n 
buitepasiént. 

Ten slotte is dit aan te beveel dat pasiénte hul blaas en ingewande 
voor die operasie ledig, alhoewel *n leé maag m.i. nie noodwendig 
is nie. Verder is dit van baie groot belang om op ’n eentonige maar 
natuurlike wyse ‘n alleenspraak vol te hou totdat die pasiént 
voldoende voorberei is vir die chirurg, d.w.s. totdat 75 sekondes 
verstryk het nadat met suiwer stikoksidoel-toediening ’n aanvang 
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geneem is. Die pasiént moet dwarsdeur op hoogte van sake gehoy 
word sodat hy nie bekommerd raak oor die moontlikheid dat hy 
nooit eendag die bewussyn gaan verloor nie. Hy moet verder 
aangeraai word om so natuurlik as moontlik asem te haal; veral 
in die tandarts-stoel is dit baie nuttig om hom te herinner aan die 
feit dat hy sy lewe lank nog deur die neus en nie die mond asem. 
haal nie! 

Instandhouding van die narkose volg hierna met ‘n mate yan 
suurstof-deprivasie van beperkte tydsduur (5-15% suurstof in 
stikoksidoel, uiters 5 minute lank). As hierdie voorskrifte gevolg 
word, sal dit opval dat die pasiént gedurende die operasie Tustig is, 
dat daar na die operasie selde steurende opwinding getoon word, 
en dat daar uiters selde, indien ooit, postoperatiewe mislikheid of 
braking voorkom. Dit is tog die eintlike maatstaf van die geldig- 
heid van al die fisiologiese bewerings en beredenerings in hierdie 
artikel. 

SAMEVATTING 


*n Oorsig van stikoksidoel-narkose vir buitepasiénte, sonder onder- 
steuning met enige ander middel, word gegee teen ’n geskied- 
kundige, maar hoofsaaklik farmakologiese, agtergrond. Hieruit 
volg dan ’n bespreking van die tegniese vereistes. 

Daar word gepoog om die bestaande twisrigtings in die literatuur 
te versoen deur twee veralgemenings: die gereélde toepassing van 
pre-oksigenasie oor ’n tydperk van 2 minute, opgevolg deur 60-75 
sekondes van suiwer stikoksidoel-toediening, en die daaropvolgende 
beperking van die duur van die narkose tot uiters 5 minute. In 
wederstrewige pasiénte soos jong kinders is daar geen sin aan om 
kragtiger middels te weerhou nie, en diegene met emfiseem en 
dergelike longpatologie is ongeskik vir stikoksidoel-narkose. 

Die metode wat aanbeveel word in hierdie oorsig dien nie slegs 
as °*n voortreflike narkosetegniek vir buitepasiénte nie; dit is 
inderdaad die enigste metode wat toereikend is vir bona fide 
ambulante buitepasiénte, met die uitsondering van _halotaan- 
narkose, en met die voorbehoud dat ons kennis daarvan toereikend 
moet wees. 


SUMMARY AND CONCLUSIONS 


Out-patient nitrous oxide ahaesthesia is so bedevilled by the misuse 
of potent adjuvants (belonging properly to anaesthesia for hospital- 
ized patients), that a review of unsupplemented nitrous oxide 
anaesthesia is considered useful. The review deals with a definition 
of its utility within certain physiological boundaries. 

Thus, the method advocated comprises pre-oxygenation for 
2 minutes, principally to provide a reservoir of oxygen in the 
lungs and blood to allow induction of anaesthesia with pure 
nitrous oxide administered for 60-75 seconds, while freedom of 
anoxia is assured. (The duration of oxygenation and the adminis- 
tration of nitrous oxide should be meticulously checked on a 
suitable watch.) Subsequently, a limited period of about 5 minutes 
is adhered to for completion of surgery, during which time about 
10% of oxygen in nitrous oxide is administered secundum artem. 
Among the reasons offered in support of the safety of this mild 
deprivation of oxygen is the altitude at which pressurization 
usually becomes essential in aircraft (12,000 to 14,000 feet, equi- 
valent to about 12°, oxygen breathed at sea-level), and the 
accredited usage of a hypoxaemic test in the study of coronary- 
artery disease by cardiologists. 

Previous authors have not described pre-oxygenation with 
subsequent pure nitrous oxide administered for induction of 
anaesthesia. To administer merely 80° nitrous oxide after pre- 
oxygenation as suggested by Neff ef al.,** and Gray," largely 
vitiates the advantage gained initially, since Bourne and Morton” 
demonstrated that 80-83°% nitrous oxide, as such, cannot be 
relied upon to produce unconsciousness. Furthermore, the only 
justification of pre-oxygenation is the freedom thereby provided 
to administer pure nitrous oxide for about 75 seconds without 
fear of causing hypoxia. As elucidated graphically in Fig. 2, the 
advantage of pre-oxygenation lasts no more than about 75 seconds; 
pre-oxygenation is therefore only rational if used before a quick 
induction. It is pointed out that the object of nitrous oxide anaes- 
thesia has often been confused with saturation of the total of 
body water and fat—an impressively slow process that only 
adds to the hazards of anaesthesia. In my opinion all that Is 
required is an adequate concentration of nitrous oxide in the 
arterial blood, hence afferent lemnisco-thalamic region of the 
brain, because it receives an abundant arterial blood-supply and 
represents the exclusive site of action of nitrous oxide.*® 

Klock*’ and Tom* use 20°, oxygen practically throughout the 
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anaesthesia. In my opinion this is usually embarrassing to surgeons, 
although it serves to stress that the movements of patients associated 
with light anaesthesia are manageable and rarely of a violent 
pature, in contrast to violent and destructive behaviour which is 
often followed by serious psychiatric-neurological sequelae due to 


severe aNOXia. 

The review thus leads me to recommend a middle way between 
that of Bourne’*, and others who would condemn nitrous 
oxide as being necessarily accompanied by too much harmful 
anoxia, and those who, like the McKesson-Clement-McCarthy 
shool of Ohio, and Goldman of London," still induces severe 
hypoxia, at least during the all-important induction period. 

Nitrous oxide anaesthesia should not be used in uncooperative 
patients, particularly young children; and is absolutely contra- 
indicated in emphysema and allied pulmonary diseases. Unsup- 

plemented nitrous oxide anaesthesia remains at the present time 
a only method allowing of the complete and rapid recovery so 
desirable in the ambulant out-patient. 

Hartlike dank word hiermee uitgespreek aan dr. P. A. Foster vir sekere aan- 
bevelings, aan mnr. M. J. Theron, tegniese assistent en dr. R. D. Allan vir hulp 
met die voorbereiding van die afbeeldings, aan mnr. Robert Ellis (A.C.P.LP., 
ALB.P.), vir sy bereidwilligheid en moeite met die fotografie daarvan en aan 
mej. H. Burger vir haar oordeelkundige tikwerk. Al hierdie persone is verbonde 
aan die Kar! Bremer-Hospitaal, Bellville, Kaap, waar hierdie artikel voorberei 
is gedurende ‘n tydelike dienstermyn van die skrywer. 
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UNITED STATES PUBLIC HEALTH SERVICE 
POSTGRADUATE RESEARCH FELLOWSHIPS 


The development of research in medicine and biology has been 
strengthened in the USA by periods of study and research spent 
by citizens in the laboratories of other countries. For many 
years the National Institute of Health of the Public Health Service 
has helped to finance this productive interchange. It has now 
become possible to extend the U.S. Public Health Service fellow- 
ship programme. The award of a limited number of fellowships 
will be made to highly qualified scientists from outside the USA 
a work in the medical and biological laboratories of the United 
tates. 

The research training of these scientists from other countries 
will be financed to strengthen medical research throughout the 
world. It will give these outstanding scientists in health-related 
fields a chance to share knowledge with kindred groups by con- 
ducting research in the USA. The fellows, as well as the host 
laboratories, should benefit from this exchange of knowledge 
and techniques. 

The National Institutes of Health intends to administer this 
programme in a manner which will make the work of the scientists 
from abroad most productive. Experience has shown that an 
essential part of this process is a clear understanding of the terms 
and conditions under which the fellowships are awarded. These 
terms and conditions, which have been developed with the advice 
of scientists from other countries, are outlined below: 

1. Method of Applying 
-»\ppropriate national research organizations have been author- 
to nominate fellows. (In South Africa the CSIR is the official 
eaginiuntion concerned.) These organizations may obtain applica- 
tion forms, together with necessary instructions and information, 


from the National Institutes of Health. The secretary of a national 
research organization should send to the National Institutes of 
Health only completed applications which the organization has 
formally endorsed as meeting the conditions set down in the 
following section. 

2. Minimum Requirements 

The candidate must have: 

(a) Obtained a doctoral degree or its equivalent in one of the 
medical or related sciences and also have demonstrated out- 
standing research promise. 

(b) Made satisfactory arrangements with the laboratory in the 
USA at which he proposes to train. (Such arrangements are 
often made through correspondence between a senior scientist 
and a counterpart in the USA where a suitable research oppor- 
tunity or training in the applicant’s field of interest can be pro- 
vided. Copies of such correspondence should accompany the 
application.) A Facilities and Commitment Statement blank 
for this purpose will be forwarded in each application packet. 

(c) Acquired a working reading- and speaking-knowledge of 
the English language. 

(d) Demonstrated proficiency in research, with indication that 
he will pursue a research and/or academic career for a reasonable 
period after training. 

(e) Met such standards as are required by his own national 
research organization. 

3. Period and Terms of Award 

(a) Period of award. An award will usually be made for 1 year, 

but a second year or part thereof may be approved when ade- 
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quately justified. Application for extension must be made through 
the committee which made the original nomination. Nominations 
for extension will constitute one of the allowable nominations 
from that country and not an additional one. Final approval 
will be by the committee at the National Institutes of Health. 

(b) Stipend and allowances. (1) A stipend of $4,500 is provided. 
In addition, $500 is provided for the spouse and each dependent 
child, whether or not the dependents accompany the fellow to 
the USA. (2) Travel for the fellow only (not for dependents) is 
provided at the rate of 6 cents per mile from home to laboratory 
in the USA and return. (3) No allowance will be made for ship- 
ment of personal or household effects. 

(c) Beginning dates. The fellow may commence training at any 
date which he and his laboratory of choice find convenient, within 
10 months of formal notification of award. 

(d) Report of activities. A brief written report of scientific 
activities shall be prepared by the fellow at the end of his visit, 
to permit evaluation of scientific utility of the foreign fellowship 
programme. 


4. Passports and Visas 


Fellows will be responsible for obtaining passports and visas 
required for entrance into the USA. All fellowship awards are 
made subject to the ability of the applicant to obtain the necessary 
papers for entry into the USA. A letter of appointment and a 
letter authorizing the use of the exchange-visitor number for 
obtaining an exchange-visitor’s visa are provided by the National 
Institutes of Health to successful applicants. This type of visa 
requires that the fellow return to his homeland after completion 
of training. 


5. Visit to the National Institutes of Health 


All fellows will be welcome to visit the National Institutes of 
Health for a brief period. The Foreign Grants and Awards office 
should be notified of intent to visit at least 1 month in advance. 


6. General Information 


(a) Payment of stipends. Pay begins upon the fellow’s arrival 
in the USA. The sponsoring institution will have been given a 
grant from which the fellow will receive funds to cover his stipend, 
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dependency allowances, travel, and laboratory expenses. [f 
emergency funds are required early in the fellowship tenure, the 
sponsoring laboratory or institution may make such funds avail. 
able, and this advance will be deducted gradually from subsequent 
stipends. 

(b) Laboratory expenses. An amount of $500 for each year of 
the fellowship will be provided as a part of the grant to the in- 
stitution. These funds may be used for any purpose which the 
institution concludes will further the fellow’s research training, 
including transportation costs and per diem allowance to permit 
attendance at a scientific meeting within the USA. 

(c) Income tax. Stipends and dependency allowances UP to 
$300 per month paid for this programme will normally not be 
declarable as income under the U.S. Federal Income Tax Law, 
although an individual tax return must be filed annually. Fellows 
are urged to consult university officials on this matter shortly 
after arrival. 

(d) Health and accident insurance. Through a group Policy 
maintained for this purpose, all fellows will be required to have 
health and accident insurance. The policy provides $10,000 
accident insurance and $50 deductible sickness benefit up to 
$1,000. The premium of $90 per year for each fellow will be 
advanced from the grant funds but the grant will be reimbursed 
through deductions from pay checks to the fellow. 

(e) Special information and assistance. If any difficulties arise 
after arrival in the USA, or if further information is required, 
the fellow may communicate with Dr. Ronald E. Scantlebury, 
Chief, Foreign Grants and Awards, Division of Research Grants, 
National Institutes of Health, Bethesda 14, Maryland (telephone 
Oliver 6-4000, extension 4335, or Whitehall 6-3231). The fellow 
will be assisted in any way possible. 


The CSIR has been nominated as the official body responsible 
in South Africa for these awards, and application forms and 
further information may be odtained from the Science Corpora- 
tion Division, CSIR, P.O. Box 395, Pretoria. 

The closing date for applications is 15 October 1959. 

In view of the limited time available applicants will be given 
until 15 December 1959 to submit the Facilities and Commitment 
Statement called for in paragraph 2 (6) above. 


UNIVERSITEITSNUUS : UNIVERSITY NEWS 


PROFESSOR VAN ANESTESIOLOGIE, UNIVERSITEIT VAN PRETORIA 


Dr. O. V. S. Kok, van Pretoria, wat tot onlangs Senior Lektor 
en Hoof was van die Departement Anestesiologie aan die Uni- 
versiteit van Pretoria, is onlangs bevorder tot Professor in hierdie 
Vvak. Die bevordering sal op 
1 Januarie 1960 in werking tree. 

sf Dr. Kok is die eerste persoon 
aan wie professoraat in die 

anestesiologie in Suid-Afrika 

7 toegeken is. 

Dr. Kok is op Frankfort in 
die Oranje-Vrystaat gebore, 
waar hy ook sy skoolopleiding 
ontvang het. In die jaar 1929 
het hy na die Universiteit van 
Kaapstad gekom waar hy in 
1934 die graad M.B., Ch.B., 
behaal het. Gedurende sy 
universiteitsloopbaan was hy 
onder andere hoofstudent van 
die Manshuis by Groote Schuur 
en ook Vise-president van die 
Studente Verteenwoordigende 
Raad. 

Nadat hy sy graad behaal het, 
het dr. Kok in 1935 ’n betrek- 
king as intern beklee aan die 
Algemene Hospitaal, Pretoria. Daarna, in 1936, is hy na Shabani 
in Suid-Rhodesié as private praktisyn. Hier het hy ook die be- 
trekking beklee van Assistent Mediese Beampte van die Shabani- 
Asbestosmyn. Van 1938 af het hy as algemene praktisyn in Jo- 
hannesburg en die Wes-Rand gepraktiseer. 


In 1937 ontvang dr. Kok ‘n Billroth-beurs vir verdere studie 
in Duitsland, wat hom in staat gestel het orn vroue- en kinder- 
siektes te bestudeer. Voor sy terugkoms na Suid-Afrika het hy 
nagraadse werk gedoen in Londen, Liverpool, en Dublin en het 
hy ook ’n diploma in tropiese siektes aan die Liverpoolse Uni- 
versiteit verwerf. In 1945 is hy weer terug na Londen om in die 
narkose te spesialiseer en het hy die diplomas in narkose van die 
Royal College of Surgeons en die Royal College of Physicians 
van Engeland en lerland verwerf. 

In 1947 het dr. Kok as spesialis-narkotiseur in Pretoria begin 
praktiseer en terselfdertyd ook ’n deeltydse betrekking as Lektor 
in — en as narkotiseur in die Algemene Hospitaal, Pretoria, 
beklee. 

In 1951 het hy ’n voltydse betrekking as Hoof van die Departe- 
ment Anestesiologie van die Algemene Hospitaal, Pretoria, en 
Senior Lektor van die Afdeling Anestesiologie van die Universiteit 
van Pretoria, aanvaar. 

In 1954 is die graad F.F.A.R.C.S. deur die Faculty of Anaes- 
thetists van Engeland aan hom toegeken. In Januarie 1958 is die 
Afdeling Narkose deur die Universiteit van Pretoria omskep 
tot a selfstandige departement en is dr. Kok as Hoof van hierdie 
Departement aangewys. 

Dr. Kok is Ere-direkteur van die Narkose Sterfgevalle Navor- 
singseenheid van die W.N.N.R. met ’n voltydse senior beurs- 
houer wat in die Departement Narkose navorsing doen. Hy is 
ook Ere-sekretaris van die Noord-Transvaalse Tak van die 
Mediese Vereniging en aangewese President van die Suid-Afri- 
kaanse Vereniging van Narkotiseurs; lid van die Beherende 
Komitee van die Fakulteit van Narkotiseurs van die Kollege van 
Interniste, Chirurge en Ginekoloé van Suid-Afrika; en Ere- 
mederedakteur van die Afrikaanse mediese tydskrif, Geneeskunde. 
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UNIVERSITEIT VAN PRETORIA 


By die promosieplegtigheid op 12 September 1959 is die volgende grade toegeken: 
Graad van Baccalaureus in Geneeskunde en Snykunde 


Adriaanse, Arend Hendrik 
Coetzee, Dirk Johannes 


Greyling, Jacobus Petrus Lotter, Jacobus Nicolaas 


Graad van Magister 

Beyers, Marthinus Melck Steyn Fick, Izak Abraham van 
(Radiologie) 

Du Toit, Christoffel Visser (Pediatrie) 


Grové, Frantz Friedrich Birkholtz 
Kritzinger, Mildro Daniel 


Loubser, Johann David 

Nel, Gabriél Daniel Michael 
Russouw, Cornelia 

Smit, Michiel Nicolaas 


in Geneeskunde 


Niekerk Rabie, Christiaan Jacobus (Radiologie) 


(Oor-, Neus- en Keelheelkunde) 
Gous, Dawid Simon (Kindergeneeskunde) 


WORLD MEDICAL ASSOCIATION 
MEDICAL LEADERS CONVENE 


Medical Educators 

Eminent leaders of medical education from more than 62 
nations with 555 medical schools, graduating approximately 
§9,000 students annually, met in Chicago, Illinois, USA, from 
30 August to 4 September under the auspices of The World Medical 
Association. The topic of the Conference was ‘Medicine—a 
lifelong study’. The members of the Conference discussed ways 
and means of improving the postgraduate education programme 
for practising doctors—some 1,125,000 in the countries from 
which the participants came. 

One of the 4 Conference Sections devoted its discussion to 
the training of teachers and investigators—one of the special 
fields in medicine which needs better means of recruiting doctors 
who, by education and personal characteristics, would be successful 
in these careers. The economic factors were considered, as was 
the inherent element of prestige. 

A popular Section was the one in which the educators con- 
sidered various programmes for the education and licensing of 
specialists and the further educational requirements for the doctor 
who wishes to devote himself to general practice. 


Continuing medical education, that is, methods by which all 
practising doctors may efficiently and effectively continue to keep 
themselves informed on the vast advances being made by medical 
science today, was especially challenging. 


Thirteenth General Assembly 


Representatives of more than 40 national medical associations 
convened in Montreal, Canada, on 7-12 September at the 13ih 
General Assembly of The World Medical Association. In addition 
to the official delegates, some 20 international and national medical 
groups were represented by observers. 

The World Medical Association is an international organization 
of national medical associations organized for the purpose of 
promoting closer ties among the doctors of the world; maintain- 
ing the honour of the medical profession; as a means of exchanging 
information on matters of interest to the medical profession and 
to assist all people to attain the highest possible level of health. 

Dr. Renaud Lemieux of Quebec, Canada, elected President for 
the year 1959-1960, presided at the Assembly. 


IN DIE VERBYGAAN : PASSING EVENTS 


Correction. In the article Some Experiences with Intracardiac 
Surgery using the Helix-Reservoir Bubble Oxygenator with Total 
Cardio-pulmonary Bypass by Dr. C. N. Barnard et al., which 
appeared on page 789 of the Journal of 19 September, a correction 
is to be made on line 15 on page 796. This should read as follows: 
‘*.. . phase. Intravenous fluids were limited to 1-5-2 c.c. per kg. 
per hour for the first 24 hours, including intravenous fluids given 
during the operation’. 

* * 
South African Society of Anaesthetists (M.A.S.A.), Cape Western 
Sub-group. next meeting of this Sub-group will be held on 
Wednesday 14 October in the Bennie de Wet Lecture Theatre, 
Groote Schuur Hospital, Observatory, Cape, at 8.15 p.m. Dr. 
Keith Sykes, of the Postgraduate Medical School, Hammersmith, 
London, will speak on ‘Rebreathing in anaesthesia’. All practi- 
tioners who are interested are invited to attend this meeting. 

Northern Transvaal Branch (M.A.S.A.). Sir Russell Brock, the 
eminent cardiac surgeon, of Guy’s Hospital and Brompton Hos- 
pitals, London, will lecture in Pretoria on Thursday 15 October 
at 8.15 a.m. in the Upper Lecture Theatre, Clinical Building, 
and at 4.30 p.m. in the Lower Lecture Theatre, General Hospital. 

* * 


Ernest Oppenheimer Hospital. The bedding capacity of the Ernest 
Oppenheimer Hospital in Welkom is now 780. This is disclosed 
in the annual report of Dr. J. H. G. van Blommestein, Medical 
Consultant to the Anglo American Corporation of South Africa 
Ltd. He states that, owing to the rapid increase in the Native 
pepulation on the mines of the Orange Free State, it was found 
necessary to complete the final part of the building programme 
for the hospital. Two new blocks, comprising 4 wards each, 
together with other ancillary services, were completed during 1958. 


South African National Tuberculosis Association. More than 
half the amount budgeted by the South African Government 
within the Health Vote is earmarked for expenditure on tuberc- 
ulosis services and over £5,000,000 per annum is spent on the 
control of this disease. It is believed that an even larger amount 
will be provided in the estimates for the coming year. During 
recent years the Government has introduced many positive meas- 
ures such as increased X-ray facilities; the introduction of a 
supplementary feeding scheme for TB out-patients; a vast in- 
crease in the provision of TB beds; the introduction of BCG 
immunization schemes; and, through its hospitals and clinics, 
local authorities and district surgeons, it provides tuberculostatic 
drugs. A 7/8ths refund is paid to all local authorities on actual 
expenditure in connection with tuberculosis control. The main- 
tenance of the 6,000 SANTA TB beds alone costs the Government 
over £500,000 a year and this item is likely to exceed £1,000,000 
per annum when SANTA has provided its full target of 8,000 beds. 
* * 


Sir Russell Brock, of Guy’s Hospital and Brompton Hospitals, 
London, will lecture on ‘The present position of cardiac surgery’ 
on Tuesday 13 October at 8.15 p.m. in the Harveian Lecture 


Theatre, Johannesburg. 
* 


South African Society of Obstetricians and Gvnaecologists 
(M.A.S.A.), Cape Town Sub-group. Prof. Dr. Tassilo Antoine, 
Professor of Gynaecology and Obstetrics, University of Vienna, 
Austria, will give a lecture to members of this Sub-group on 
Wednesday 7 October at 8 p.m. in the Physiology Lecture Theatre, 
Medical School, Observatory, Cape. Professor Antoine is one 
of the world’s leading gynaecologists and is Rector of the Uni- 
versity of Vienna. He has been elected President of the World 
Federation of Gynaecologists for the coming year. 
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The subject of Professor Antoine’s lecture is not known, but 
he will discuss a gynaecological problem of general interest. 
An invitation has been extended by the Group to all members of 
the Association to attend this lecture. 


Research Forum, University of Cape Town. A meeting of Research 
Forum will be held on Tuesday 6 October at 12 noon in the Bennie 


FARMASEUTIESE NUUS 


PARKE, DAVIS LABORATORIES (PTY.) LTD. 
LABORATORIES AND OFFICE 


Until recently Parke, Davis pharmaceuticals have been manu- 
factured in Port Elizabeth, although some 5 years ago offices 
of the South African company were opened in Johannesburg. 
Early this month the laboratory equipment and plant were, 
however, transferred from Port Elizabeth to new premises at 
Isando, Transvaal, and the Johannesburg office was also vacated 
and moved to Isando. 

Parke, Davis have built new offices and laboratories at Isando 
on the main Jan Smuts Airport road from Johannesburg. 
These modern buildings comprise a double-storey block which 
houses the offices, cafeteria, rest-rooms, first-aid rooms, reception 
rooms, etc. and behind this, fire-proof single-storey laboratories 
where the manufacture and testing of 75% of the Parke, Davis 
products sold in Southern Africa are carried out. 

In one section of these laboratories the first stage in the manu- 
facture of most items in the range of chloromycetin products 
available is carried out, i.e. the unique procedure of synthesis of 
chloramphenicol and chloramphenicol palmitate. Among the 
many other Parke, Davis lines to be produced at this new installa- 
tion will be the encapsulation of the range of medicaments 
available to the medical profession under the name of Kapseals. 

The new address of the Parke, Davis Laboratories (Pty.) Ltd. 


NEW 
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de Wet Lecture Theatre, Groote Schuur Hospital, Observatory, 
Cape. Dr. L. H. Krut will speak on ‘A field trial of lysine supple. 
mentation of wheat protein (bread)’ and Drs. H. Lackner and 
C. Merskey will speak on ‘Variation in fibrinolysis after (i) myo. 
cardial infarction, and (ii) the administration of heparin’. Ajj 
who are interested are invited to attend this meeting. 


: PHARMACEUTICAL NEWS 


will be P.O. Box 24, Isando, Transvaal, and the street address js 
Electron Avenue, Isando. 


NEW MEDICAL FILM 


Westdene Products (Pty.) Ltd. announce that a new film, A Simple 
Method of Cataract Extraction using Zonulysin (alpha-chymo- 
trypsin), has been added to their library. The film is made by 
Macqueen Films Ltd. for S. Maw & Sons Ltd., England. It is a 
16 mm. sound and colour film with a running time of 163 minutes, 

This workmanlike and straightforward film is accurate and 
descriptive. After a diagrammatic explanation of the function 
of alpha-chymotrypsin in dissolving-out the suspensory ligaments 
that bind the lens of the eye to the ciliary body, the film demon- 
strates how successful the theory is when translated into practice 
by the hands of an expert ophthalmic surgeon. The delicate 
surgical manipulations are admirably shown, and the ease of 
removal of the lens when the enzyme has had its carefully timed 
effect is illustrated not once, but several times. The method 
already claims over a 100 successes, and the film should do much 
to widen the use of the technique. 

Enquiries about borrowing the film should be made to the 
Public Relations Officer, Westdene Products (Pty.) Ltd., P.O. 
Box 7710, Johannesburg. 


BOEKBESPREKING : BOOK REVIEW 
DERMATOLOGY AND SYPHILOLOGY 


Year Book of Dermatology and Syphilology 1958-59. Edited 
by R. L. Baer, M.D. and V. H. Witten. Pp. 477. 57 figures. 
$8.50. Chicago: Year Book Publishers, Inc. 1959. 

The latest Year Book of dermatology contains excellent abstracts 

of nearly 400 articles about half of which appeared in American 

journals (A.M.A. Archives of Dermatology predominating) and 
half in journals published elsewhere, but mainly in Europe. The 

English-language dermatological journals abstracted are those 

which almost every English-speaking dermatologist already 


BRIEWERUBRIEK 


——— reads and those in other languages are equally regularly 
read by the average polyglot. What the reviewer would like to 
find in such a book is a great deal less of the déja lu and more 
from the journals he does not see and could not read if he did. 
The leading article, always a valuable feature, is on selected 
benign pigmented cutaneous lesions. The editors make their 
usual pointed comments, but have apparently missed Garnier’s 
description of oil acne from brilliantine which appeared before 
the one they quote. J.M. 


CORRESPONDENCE 


STERILISASIE VIR SEKSUELE OORTREDINGS 


Aan die Redakteur; Dr. G. C. A. v. d. Westhuyzen glo dat ab- 
normale drange deur kastrering uitgeskakel word, en dat kas- 
trering ,behoudend-afwerend’ werk. Hoe op aarde vereenselwig 
hy so ’n standpunt met die berugte onsedelikheid van die enugs 
van ouds? Daar is tog oorviloedige geskiedkundige bewys 
dat kastrering geensins goeie gedrag waarborg nie. Inteendeel, 
seksuele perversiteit, en veral sodomie, verlies van wilskrag, en 
wraaksugtige neigings—veral teen die gemeenskap— word dikwels 
geskep, of altans aangewakker, deur kastrering.* 

Dr. v. d. Westhuyzen sé ,Ek ken die Bantoe. . Daar is niks 
waarvoor alle Bantoemans so ‘n vrees koester nie’. Natuurlik 
stem ons saam. Maar Blankes, net soos Asiate, verskil in hierdie 
opsig glad niks; inderdaad, die oudste dokumente van sowat 
2,000 jaar voor "Christus beskryf kastrering, geregtelik of bloot 
,wreedaardig’, as die ernstigste ,skending’ van die liggaam. Kri- 
minele oortreders en oorrompelde oorlogsvyande is doelbewus 
ontman juis omdat die vernietigende uitwerking op viriliteit die 
ernstigste en mees vernederende marteling is wat ‘n mens op sy 
medemens kan afdwing. So is die enug slegs ‘n halwe mens omdat 
hy, volgens alle skrywers sedert die antieke tye, nie slegs sy ver- 
moé om voort to plant verloor het nie, maar ook daardie energie, 
daardie dryfkrag wat tog die prerogatief is van die mensheid.* 


*’n Tydige pleidooi® dien hier herhaal te word, ’n pleidooi vir 
objektiewe erkenning van die feit dat alle menslike skepsels ver- 
antwoordelik gehou mag word en moet word vir hul gedrag in ’n 
Christelike samelewing. (Wat sal van ons word as gastrektomie 
of glossektomie uitgevoer word vir gulsigheid, of amputasie 
van die hande vir diefstal, e.d.m.) Vir geneeshere is dit nodig 
om vas te ste! :* (1) Of kastrering die enigste definitief doeltreffende 
geneesmiddel i is, en (2) of hierdie liggaamskending, met sy diverse 
gevolge, *n maatreél is in verhouding met die beoogde resultaat. 
Onthoofding is byvoorbeeld ’n doeltreffende maatreél teen hoof- 
pyn, maar so ’n behandeling is duidelik totaal uit verhouding 
met wat beoog word. Dieselfde kan gesé word ten opsigte van 
kastrering vir seksuele oortredings. 

J. W. Mostert 
Rileyweg 187 
Overport 
Durban 
14 September 1959 


1. Briewerubriek (1959): S. Afr. T. Geneesk., 33, 656. 

2. ag x M. in Flood, P. (1956): New Problems in Medical Ethics, 3de reeks. 
3-33. Cork: Mercier Press. 

3. Maddison, D. C. (1959): Lancet, 2, 103. 
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